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| The installation of a complete operating room marks another milestone in thea 
| progress of DEVITT’S CAMP. A nonprofit institution for the treatment of am 
| tuberculosis, it has built up a reputation, through sympathetic treatment and 
the noninstitutional spirit which prevails at the CAMP, as one of the leading q 
tuberculosis sanatoria in the East. Your patient receives “only the best” at aa 
DEVITT’S CAMP. 


DEVITT’S CAMP, INC. 


| 
| ALLENWOOD, PENN. 


| Private and Semiprivate 
Rooms 

Reasonable Rates 
| R. K. CHILDERHOSE, M. D. WILLIAM DEVITT, M. D. 
J. S. PACKARD, M. D. Physician in Charge and 
Associate Physicians Superintendent 


BELMONT 
California 


Located in the well-known sunny belt of the Peninsula, about thirty 

. miles south of San Francisco. Large park, semi-tropical 
grounds, walks especially laid out for 

exercises. 


Nor too hot in summer, net too cold in winter. 


Two physicians on duty day and night. 
Graduate nurses. 
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FOREWORD 


This issue of DISEASES OF THE CHEST carries Missouri’s message to 
the members of the FEDERATION OF AMERICAN SANATORIA and to the 
thousands of physicians who read this journal each month. It is the 
hope of the Committee on Arrangements under whose supervision this 
edition was arranged that the papers written especially for this issue 
and the other data contained here, will present a picture of what Mis- 
souri is doing in combating tuberculosis. 


A program of the activities of the FEDERATION OF AMERICAN SANA- 
TORIA at the Kansas City meeting will be found elsewhere in this 
journal and it is the hope of the Committee on Arrangements that the 
physicians attending this meeting will participate in all of the activities 
planned by the committee. 


W. W. BUCKINGHAM, M. D. 
Chairman 


Editorial Comment 


THE Editorial Board of DIs- 
EASES OF THE CHEST is dedicat- 
ing this issue to the physicians 
of the state of Missouri. They will be 
hosts to the Federation of American San- 
atoria in Kansas City, May 11th to 15th. 

We are delighted to extend this cour- 
tesy, and are proud, indeed, to present 


Missouri 
Issue 


all physicians in the general practice of 
medicine, such as, Early Diagnosis, Case 
Finding, Modern Treatment, both for 
incipient and far advanced cases, Com- 
plications of Pulmonary Tuberculosis, 
Diseases of the Lungs simulating tuber- 
culosis, etc. Each of these has its place 
in the propagation of the modern con- 


herewith articles by a few of the nation- 
ally known authorities who have pio- 
neered in the fight against tuberculosis 
in the state of Missouri. These articles 
are all in keeping with the policy and 
aims of the FEDERATION OF AMERICAN 
SANATORIA and DISEASES OF THE CHEST, 
that is, to present interesting, non-tech- 
nical treatises which will be helpful to 


cepts of chest diseases. 

It is our belief that such knowledge of 
tuberculosis should be kept working 
through the physician. 

We wish to thank those physicians of 
the state of Missouri who have so kindly 
co-operated in making the Missouri issue 
of DISEASES OF THE CHEST interesting 
and helpful. C. M. H. 
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President's Message 


With the meeting to be held in Kansas City on May 11th, the FEDERA- 
TION OF AMERICAN SANATORIA will have passed its first birthday. I want 
to express to all the members of the various committees my appreciation 
for the help they have given me as their first President. I feel we are 
very much to be congratulated on the showing made. It was not easy to bind 
together a new organization of national scope; however, this was made 
possible largely because of the principles of the Federation as decided upon 
at the meeting last August in Albuquerque, New Mexico. 


The founders of the FEDERATION OF AMERICAN SANATORIA were very 
farsighted and possessed of a vision. I know of no other organization that 
is stressing the importance of early diagnosis to the family physician. It 
must be remembered that the family physician forms the first line of 
defense and if we can make him tuberculosis minded, as the efforts of Dr. 
Bloodgood and his co-workers have made them cancer minded, most of the 
battle against the tubercle bacilli will be won. This principle, I believe, is 
the reason for the life of our organization. 


We made a most noteworthy step when a number of our members 
voiced their desire to the American Medical Association for a section on 
tuberculosis; this section to be a part of the parent organization. I want 
to emphasize the importance of a full membership at this meeting. I see it 
as the crucial session of the FEDERATION OF AMERICAN SANATORIA. If we 
can show just cause for this section, I am convinced that the American 
Medical Association will give it a permanent part on the program. While 
we have our National Tuberculosis Association, we realize very few physi- 
cians attend this meeting unless they are interested in our subject. 


It is our hope that we can convince enough men, at the Section given 
to us in Kansas City, of the importance of our subject; that they may ex- 
press a desire for the continuation of this Section at the future meetings 
of the American Medical Association. This, however, will not be done un- 
less you show by your presence and interest that you believe it important. 


Doctor A. J. Cohen, of the Educational Committee, has written to the 
Secretary of each State Medical Society asking them to give place at their 
yearly meeting for several papers dealing with tuberculosis and stressing 
the importance of early diagnosis. I believe this also can be made a regular 
part of such meetings. We have heard from most of the Secretaries telling 
us of their co-operation. 


[ predict for the FEDERATION OF AMERICAN SANATORIA a long and 
useful life. I am looking forward with much pleasure to seeing each mem- 
ber at Kansas City. Remember we depend on you and remember we can- 
not do without you. 


William Devitt, President 
FEDERATION OF AMERICAN SANATORIA 


Allenwood, Pa. 
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EXECUTIVE OFFICE 


STATE OF MIssouRI 
JEFFERSON CITY 


Guy B. PARK 
GOVERNOR 


April 9, 1936 


Committee on Arrangements 
Federation of American Sanatoria 
Kansas Gity, Missouri 


Dear Doctors: 


I am informed that the Federation of American 
Sanatoria is meeting this year at Kansas City, 
Missouri, May 11 to 15. I am further informed 
that in conjuction with this meeting, the offi- 
cial publication of the Federation of American 
Sanatoria, known as.''Diseases of the Chest'', is 
being dedicated to the State of Missouri, and it 
will portray through the printed word and by 
picture, the progress made by the State of 
Missouri in the fight against tuberculosis. 


I deem it a privilege and a pleasure to ex-— 
press through the pages of this Missouri edition 
of ''Diseases of the Chest'' my best wishes to the 
editors, the Committee on Arrangements and to the 
physicians throughout the State of Missouri for 
the success of their meeting. 


I extend a cordial welcome to visiting mem- 
bers of the Federation of American Sanatoria and 
may your stay at Kansas City be an enjoyable one. 


Very truly yours, 
GUY B. PARK 


Governor 
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Adult Pulmonary Tuberculosis: 


Early Diagnosis 


RECENT GAINS in our 
knowledge of tuberculo- 
sis show that the dis- 
ease in most cases is 
truly incipient for many years before the 
manifestations of adult tuberculosis oc- 
cur. Hence, the term “early diagnosis” 
correctly applied would refer to the diag- 
nosis of childhood type tuberculosis. This 
diagnosis is best made by means of care- 
ful history, tuberculin test, and radio- 
graphic examination. For the purpose of 
this paper, however, the term “early 
diagnosis” will be used to apply to the 
earlier manifestations of the tertiary or 
adult type of infection. 

History—In the diagnosis of tubercu- 
lous toxemia accompanying adult type 
tuberculosis, history is very important. 
The characteristic story consists of a 
triad of three couplets: 

Cough and expectoration. 

Fever and tachycardia 

Loss of weight and strength. 

When these symptoms are definite and 
persist over a period of several months 
the diagnosis of tuberculosis is definitely 
indicated unless the symptoms can be ex- 
plained by some other disease. 

The statement of the patient concern- 
ing fever and tachycardia should not 
always be accepted at face value for it 
is often necessary to use the thermome- 
ter several times a day over a period of 
some days to establish whether or not 
fever is present. 

Loss of weight is considered definite 
when the patient has lost five percent or 
more of his normal body weight within 
three months or less. 

Additional symptoms which may ap- 
pear in the history and are strongly in- 
dicative of tuberculosis are hemoptysis 
(expectoration of a dram or more of 
bright red blood followed for some hours 
or days by blood-streaked sputum), night 
sweats, pleurisy with effusion, sponta- 
neous pneumothorax, and pain in the lat- 


SAM H. SNIDER, M.D., F.A.C.P. 
Kansas City, Mo. 


eral regions in the chest, 
It must be remembered 
that tuberculosis fre. 
quently occurs without 
producing definite pain, especially if the 
pleura is not involved. Care should be 
taken to distinguish between the lateral 
chest pains of pleurisy and the centrally 
located pains of tracheitis, cardiac dis- 
ease, and aneurysm. 

Altogether, the importance of history 
in the diagnosis can hardly be over em- 
phasized. 

Physical Examination—Physical exam- 
ination is of great value only if it shows 
positive physical findings indicative of 
pulmonary disease. Among these are 
unilateral muscle atrophy above or be- 
low the clavicles and particularly about 
the insertion of the sterno-cleido-mastoid 
at its attachment to the sternum and 
clavicle. These differences in muscle 
tension are more readily seen than felt 
and must be studied with the patient 
perfectly relaxed in the erect position 
with the light shining symmetrically on 
the chest. I have repeatedly been able to 
make a diagnosis of chronic pulmonary 
tuberculosis by inspection of the chest 
when other abnormal findings could not 
be elicited. Rales restricted to the upper 
chest and accompanied by chronic tox- 
emia are nearly always indicative of pul- 
monary tuberculosis, but their absence 
cannot be accepted as proving the ab- 
sence of disease. Likewise, the absence 
of dullness merely indicates that there is 
no massive consolidation or effusion 
which would produce that dullness. 
Hence, negative physical findings have 
practically no value in excluding tuber- 
culosis. 

Roentgen-Ray Examination—Every pa- 
tient with a suspicious history should be 
studied with the Roentgen-ray to deter- 
mine whether his lungs have been in- 
vaded by tuberculosis. Infiltrations re 


stricted to the upper half of the chest 


eC May | 1 
0 
BY u 
b 
| 
d 
n 
n 
d 
b 
t] 
a 
Pp 
n 
d 
e 
d 
it 
n 
il 
n 
f 
t! 
0 
b 
b 
c 
t 
li 
a 
0 
S 
6 


1936 


and accompanied by chronic toxemia 
are nearly always due to tuberculosis. 
On the other hand, infiltrations restrict- 
ed to the lower half of the chest are 
usually non-tuberculous and should not 
be diagnosed as tuberculous unless the 
sputum shows tubercle bacilli. 

The Roentgen-ray is invaluable in the 
diagnosis of cavitation for by its use al- 
most every cavity that is of any consid- 
erable size may be discovered, while not 
more than one-third of these cavities are 
discovered by physical examination. 

It is important that the Roentgen plate 
be read by a man who is experienced in 
the interpretation of chest plates for 
this requires as much training as physi- 
cal examination and erroneous diagnoses 
are frequently based on improper inter- 
pretation of the Roentgen plate. It is 
my opinion that the Roentgen-ray will 
discover at least twice as many cases of 
early pulmonary tuberculosis as can be 
discovered by physical examination. The 
chest clinician finds it an invaluable aid 
in diagnosis and in indications for treat- 
ment. 

Sputum Examination — Sputum exam- 
ination is of great value and should 
never be neglected, but we must be care- 
ful in interpreting sputum examinations 
that we do not make them the only basis 
of diagnosis. If the sputum contains tu- 
bercle bacilli the patient is practically 
certain to have pulmonary tuberculosis, 
but this finding of tubercle bacilli in the 
sputum should always be verified by a 
competent bacteriologist or a clinician 
who is familiar with the forms of tuber- 
cle bacilli and the methods of staining 
them. I have seen a diagnosis of tuber- 
culosis made by a laboratory technician 
with less than two weeks experience in 
laboratory procedures; and the patient 
advised to change climate on the basis 
of this diagnosis, which proved to be er- 
roneous. 

We should never consider the sputum 
to be negative for tubercle bacilli until 
Several specimens have been examined. I 
have seen a case in which tubercle bacilli 
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were found in the sputum only after 
more than fifty successive negative speci- 
mens had been examined. Concentration 
of the sputum by digestion and the cen- 
trifuge has aided in finding the bacilli 
when they were not present in great 
numbers; but greater emphasis should 
be placed on patience and persistence in 
the search of the smear for the organ- 
isms. If there is no ulceration present 
the sputum may be persistently negative 
for tubercle bacilli in the face of a fairly 
extensive infiltration and I do not con- 
sider the negative findings as having the 
great value which is to be attributed to 
positive findings of bacilli in the spu- 
tum. Bacilli in the sputum in consider- 
able numbers usually mean that cavita- 
tion is present and this clouds the prog- 
nosis very considerably unless compres- 
sion can be used. 

Altogether, the two procedures which 
seem of greatest value in early diagnosis 
of adult pulmonary tuberculosis are care- 
ful history and a well made and well 
interpreted Roentgen-ray plate. Early 
diagnosis has improved greatly in the 
last few years but is still very important 
not only in saving the life of the indi- 
vidual but in protecting others against 
exposure to his infection. 


Summary 

1. Early diagnosis should now be 
changed to mean diagnosis of childhood 
type tuberculosis. 

2. History is a very important aid in 
making the diagnosis. 

3. Negative physical examination has 
little value in excluding pulmonary tu- 
berculosis, but the presence of positive 
physical findings is a definite indication 
of disease. 

4. Roentgen-ray studies carefully 
made and interpreted are indispensable 
to good work in the early diagnosis of 
tuberculosis. 

5. Positive sputum examinations us- 
ually indicate an ulcerative process while 
a great many negative specimens are 
necessary for the exclusion of pulmonary 
tuberculosis. 
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Complications in Pulmonary Tuberculosis 


TUBERCULOSIS, like syph- 
ilis, may involve practically 
any organ or tissue of the 
body. Since one of the 
commonest sites of primary infection is 
the lung, tuberculosis, in any other part 
of the human body, may be considered 
a complication of pulmonary tuberculosis. 

Pleurisy is one of the most common 
of its complications. Not infrequently 
the symptoms of pleurisy are the first 
to attract the attention of the patient or 
the doctor to the possibility of lung in- 
volvement. The commonest form is the 
dry adhesive form of pleurisy. Tubercles 
involve the pleura and, exudate which 
sticks the two pleurae together, becomes 
organized and thus firm adhesions are 
formed. The pleura may be involved in 
any part of the chest but is most com- 
monly involved in the upper third of the 
lung. The discomfort is frequently of an 
aching character but at times may be 
very severe. Aching about the shoulders 
is commonly complained of. One must 
not overlook the fact however, that the 
pleurisy may involve the diaphragm and 
result in puzzling referred paing to the 
shoulder and neck or to the abdomen. 

Thickened pleura and adhesions to the 
diaphragm can frequently be visualized by 
the Roentgen ray and if a partial pneu- 
mothorax exists, adhesions in other parts 
of the chest also. All methods of physical 
diagnosis must frequently be called into 
action to make the diagnosis. If the 
pleurisy is sufficiently acute and _ local- 
ized, immobalization with adhesive straps 
may be very effective. Otherwise, symp- 
tomatic treatment and the general care 
for any tuberculous lesion is indicated. 

The acute type of pleurisy presents a 
very different picture. The fever fre- 
quently is very high, sometimes ranging 
above 105°. Other signs of toxicity are 
present and marked asthenia and very 
rapid emaciation occur. Very soon indi- 
cations of an effusion appear and with 
the appearance of this the patient gets 
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relief from the severe pain, 
The effusion may fill only 
a part of the chest or it 
may fill the entire chest, 
If there hasn’t been an associated activa- 
tion of a pulmonary tuberculous lesion, 
after a few weeks, the symptoms grad- 
ually subside and the effusion is usually 
absorbed. Tubercle bacilli may or may 
not be found in the straw colored fluid, 
However, before giving up the search, a 
guinea pig inoculation or culture should 
be made. If the effusion results in such 
disturbing symptoms as dyspnoea and 
cardiac embarrassment, it should be as- 
pirated, otherwise one need not interfere, 
except for diagnostic thoracentesis. 
Not infrequently an attack of pleurisy 
as I have just described is the first 
warning of the patients pulmonary tu- 
berculosis and if no other cause for the 
effusion can be found even though tu- 
bercle bacilli are not found in the fluid 
and a parenchymal lesion cannot be 


found in the lung, it is best to treat these | 


patients with prolonged bed rest as 
though we were sure we were dealing 
with a tuberculous lesion. Statistics show 
that a high percentage of such cases do 
eventually come down with pulmonary 
tuberculosis. 

Purulent effusions occur most fre 
quently with pneumothorax. It is es 
pecially likely to follow a spontaneous 
pneumothorax when the pleural space 
becomes contaminated with air and secre- 
tions from the bronchi. 

It may, however, occur without a pneu- 
mothorax. A tuberculous empyema may 
follow an extensive tuberculosis of the 
pleura. Tuberculous patients are liable 
to non tuberculous respiratory infections 
during epidemics and may develop a non 
tuberculous empyema without lung rup- 
ture. 

Tuberculous empyema are of two dis- 
tinct types. In the one, symptoms may 
be very few or almost entirely absent. 
In the other, the patient is very toxic and 
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rapidly loses ground. Patients with the 
non-toxic type may carry the pus for 
years without serious symptoms. 

Empyema whose bacterial flora is 
non tuberculous also vary in the degree 
of toxic symptoms produced according 
to the virulence of the causitive bacter- 
ium but as a whole, cause more severe 
toxicity. Treatment varies from simple 
aspirations to the most radical surgery 
depending on the type of infection. A 
further discussion of treatment cannot 
be attempted in so limited a paper as 
this. 

Spontaneous pneumothorax frequently 
complicates tuberculosis of the lung. It 
also is often the first important indication 
of lung involvement. It should always 
remind one of this possibility and cause 
one to make a diligent search for pul- 
monary tuberculosis. There are however 
other causes of spontaneous pneumotho- 
rax and we know today that this acci- 
dent does not justify a diagnosis of pul- 
monary tuberculosis if all other evidence 
is wanting. 

The immediate treatment is directed 
against shock and if the heart and res- 
piration are much embarrassed, air must 
be removed. We must remember, how- 
ever, that the chest will soon fill again 
and air removal is only a temporary ex- 
pedient to allow the patient time to ad- 
ust to the pressure. Sometimes the case 
demands that an open canula be left in 
the chest wall. This, however, is likely to 
result in a serious empyema and should 
be reserved only for a last resort. Spon- 
taneous pneumothorax is a very serious 
complication and frequently proves fatal. 

If empyema supervenes it must be 
treated as the virulence of the infection 
indicates. 

Tuberculous laryngitis is almost always 
secondary to pulmonary tuberculosis. Its 
incidence statistics vary from 5% to 


50% probably depending mostly on the 
extent and virulence of the pulmonary 
condition and the zeal with which the 
physician searches for it in his patients. 
While a laryngeal involvement adds much 
gravity to the prognosis, it by no means 
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spells a hopeless prognosis as was for- 
merly thought. It usually progresses as 
the lung condition progresses and im- 
proves as that condition improves. There- 
fore, the first consideration in treatment 
involves those measures of rest and 
general hygiene employed in pulmonary 
tuberculosis. Voice rest should be ad- 
vised and in cases with severe ineffectual 
coughing, measures should be instituted 
to control this as severe coughing cer- 
tainly is not conducive to lung or laryn- 
geal rest. The number of antiseptics used 
by different men evidences their lack of 
specificity. Some men report rather good 
results with local ultraviolet therapy. 
We use it extensively at Koch Hospital 
and believe it at least makes for greater 
comfort for the patient. Benefit from 
the actual cautery if properly used is 
claimed by many. It must be used cau- 
tiously and should be avoided in acute 
toxic cases. 

Relief of pain sometimes becomes a 
very vexing problem. Such drugs as 
Orthoform and Anasthesin may be help- 
ful. Cocaine is often needed. B'ocking of 
the superior laryngeal nerve will give 
relief in many cases. 

Tuberculosis of the intestinal tract is 
a very common serious complication of 
Pulmonary Tuberculosis. As in the case 
of laryngeal tuberculosis, it was formerly 
thought to render the prognosis practi- 
cally hopeless. We know today, however, 
that many tuberculous ulcers of the in- 
testine do heal and that if the pulmonary 
condition is controlled, the intestinal le- 
sions in many cases will heal. We have 
many cases on record at Koch Hospital 
who recovered from their intestinal tu- 
berculosis when they overcame their lung 
condition. I have in mind one patient 
who had a basal pulmonary tuberculosis, 
developed a spontaneous pneumothorax, a 
tuberculous empyema and enteric tubercu- 
losis. Her empyema was replaced by oil, 
her pneumothorax overcame the pulmo- 
nary tuberculosis and with ultra violet 
and other therapy, her intestinal tuber- 
culosis healed and she has been clinically 
well for several years. 


| 
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As to the diagnosis of enteric tuber- 
culosis, it is necessary for us to use all 
aids at our disposal. Some workers are 
very enthusiastic about the value of x-ray 
and others feel it isn’t a very valuable 
aid. It’s value, as is the case with many 
other diagnostic aids, is directly propor- 
tional to the care and industry with 
which it is employed. The symptoms 
which consist of pain and tenderness 
especially in the caecal region where 
most ulcers occur, gaseous distension, an- 
orrhea, increased peristalsis with diar- 
rhoea or diarrhoea alternating with con- 
stipation are a great aid and usually 
taken with the x-ray findings will make 
the diagnosis. Although the most effec- 
tive treatment for enteric tuberculosis is 
that directed against the pulmonary le- 
sion which is its source, nevertheless, ul- 
traviolet therapy and a diet rich in vi- 
tamines A and D, as cod liver oil and 
tomato juice, frequently are very bene- 
ficial and at times appear to act almost 
specifically. Coarse foods leaving an ir- 
ritating residue should be avoided and 
constipation treated dietically and with 
mineral oil. 

Tuberculosis of the kidney is by no 
means an uncommon complication of pul- 
monary tuberculosis. In advanced cases 
symptoms resulting from ureter obstruc- 
tion or bladder irritation are common, 
but in a tuberculosis institution, a care- 
ful check of the urine followed by cysto- 
scopic examination when indicated will 
find some practically silent or symptom 
free cases. 

I believe the best opinion still holds 
that given a unilateral tuberculosis of the 
kidney, nephrectomy is the treatment of 
choice provided the pulmonary condition 
is not so bad as to contra-indicate it. 
Helio-therapy is praised by some phthisi- 
ologists as very helpful and should be 
tried. As with other complications, it is 
of utmost importance to treat the source 
of the trouble in the lung or wherever it 
be. 

Secondary infection of the vas-defer- 
ens and epididymus are not uncommon 
complications of pulmonary tuberculosis. 
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One must always keep in mind that tuber. 
culous meningitis and generalized tuber. 
culosis result more frequently from sur. 
gery for tuberculosis of these organs 
than from surgery on tuberculous lesions 
elsewhere when deciding whether or not 
to interfere surgically. Ultra-violet ther. 
apy may be very beneficial for tubercy- 
lous sinuses from these organs. Surgical 
excision may be advisable but one must 
weigh carefully all considerations in each 
individual case before deciding upon an 
epididymectomy or vasectomy. 

Generalized miliary tuberculosis and 
tuberculous meningitis are complications 
resulting from rather large doses of tu- 
bercle bacilli being liberated in the blood 
or lymph stream as when a caseous gland 
or caseous lesions elsewhere rupture into 
a blood vessel. The prognosis is very 
grave and in the case of tuberculous 
meningitis practically hopeless. It occurs 
much more frequently in children and 
young adults. Since very little can be 
done in the way of treatment other than 
symptomatic and supportive treatment, 
our greatest efforts should be expended 
on prophylaxis, caution must be exercised 
in surgery and the handling of accidents 
involving tuberculous foci. 

Gangrene of the lung sometimes occurs 
as a complication of pulmonary tubercu- 
losis. When one considers the mass of 
non-tuberculous secondary infection in a 
lung with extensive tuberculosis, it is 
surprising that it does not occur more 
frequently. It is usually easily recognized 
by the extremely septic condition of the 
patient plus the very fetid odor of the 
breath and sputum. While fetid sputum 
does not always mean gangrene, yet the 
picture of shock and extreme sepsis to- 
gether with the fetid sputum rarely 
leaves much doubt as to the diagnosis. 
Certain types of spirochete and fusiform 
bacilli found in pyorrhoea and _ other 
mouth conditions are frequently asso 
ciated with lung gangrene and perhaps 
are frequently the causative factor. 

We must not overlook the fact that a 
pulmonary tuberculosis may be the pre 

(Continued to page 34) 
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DISEASES OF THE CHEST 


The Use of the Tuberculin Test 


In Private Practice 


A FEW YEARS AGO the tu- BY 
HERBERT L. MANTZ, M.D. 


Kansas City, Missouri 


berculin test practi- 
cally abandoned. It was 
considered of no value ex- 
cept when negative and only in the age 
group below ten was it negative often 
enough to differentiate. The extensive 
surveys that have been made during the 
last fifteen years have shown that it does 
possess much value. If it is of value in 
group surveys it must be of value in gen- 
eral practice. 

Of the various ways of getting tuber- 
culin into contact with deeper layers of 
the skin, the intradermal injection of tu- 
berculin dilution is the surest and best. 
This test is called the Mantoux. The Von 
Pirquet, or scratch method, is not quite as 
good as the Mantoux. . 

The materials in use vary. The physi- 
cian who makes only an occasional test 
will find it better to use the scratch Von 
Pirquet method of test, using concentrated 
Old Tuberculin which does not deteriorate 
very quickly. If a large number of tests 
are to be made, dilutions of old tuberculin 
can be prepared. Stock preparations can 
be purchased from pharmaceutical houses. 
These consist of measured amounts of O. 
T. undiluted and vials of diluent. Using 
this set, a series of dilutions can be pre- 
pared. For the first test use a 1-10,000 di- 
lution. Inject 1/10 of a c.c. of the dilution, 
containing 1/100 mg. of O.T. If this is 
negative, repeat, using 1-100 dilution, 1/10 
of a c.c. containing 1 mg. of O.T. If only 
one test can be made, use 1-1000 dilution, 
1/10 of a e.c. containing 1/10 mg. The 
test is read 48 hours after injection. The 
area of edema is measured and the test 
is recorded in terms of 1,2,3,4 plus. 
Roughly this corresponds to the diameter 
of the edematous area in centimeters, ex- 
cept that a 4 plus reaction is one in which 
blister or necrosis occurs. No control is 
necessary. A new material, Purified Pro- 
tein Derivative, has the advantage of 
greater uniformity, but is more expensive 


than Old Tuberculin and, I 
believe, has little or no 
practical advantages. 

A positive tuberculin test 
means former infection by the tubercle 
bacillus. Types of bacilli are not differen- 
tiated e.g. human and bovine types react 
to either tuberculin. It does not give any 
information as to severity of infection, 
activity of lesion, length or time of infec- 
tion or the prognosis. This test tells us 
one thing, and that is, that at some pre- 
vious time tubercle bacilli of some type 
have entered the body. There is no other 
way to tell positively when infection has 
occurred. There are no signs or symptoms 
that can be depended upon to tell us when 
bacilli first gain entrance to the body or 
even to call attention to their presence. 
The tuberculin test does reliably divide 
our patients into two groups, the infected 
and non-infected. It is the best way to 
quickly screen out the tuberculous from 
the non-tuberculous. 

A negative test is evaluated as either 
false or true. False negatives are those 
in which the testing material is too weak 
or not good, the period of incubation has 
not elapsed, or the patient is so ill that 
allergy is depressed. This latter may be 
due to tuberculous infection or to other 
infections such as measles. Remedies for 
false negatives are to use good material, 
and if dilutions are used, make up fresh 
ones every month. Always retest every 
negative patient six months or a year af- 
ter the first test. If the patient is over- 
whelmed by a tuberculous infection, other 
methods of diagnosis are available. Should 
other infections be present, retest when 
patient has recovered. The negative tests 
mean the patient has never been infected 
by the tubercle bacillus or that the infec- 
tion has healed so well that allergy is no 
longer present. We see many patients, es- 
pecially adults, that are negative to small 
doses of tuberculin and yet have calcified 
areas in the lungs. These patients usually 
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react to larger doses. Very few patients 
will be found that have healed their first 
infection and are tuberculin negative. 

In large surveys, a group is assembled 
and every one in the group is tested. In 
private practice one can do the same thing 
or can discriminate a bit. Eventually, I 
believe, we will do tuberculin tests as 
routinely as we do Wasserman tests, or 
blood counts, etc. It has long been known 
that the closer the contact to a source of 
bacilli the more liable is infection. A care- 
fully elicited history will reveal absence or 
presence of contact and tests may be made 
only on contacts. Surveys have shown that 
a very large number of cases occur in per- 
sons who say they have no knowledge of 
any previous contact. It seems to me that 
the only thing to do is to use the test rou- 
tinely, even in private practice. Although 
it is best to do routine tuberculin tests at 
all ages, the interpretation of the results 
and the follow up must vary according to 
the age. 

The first group is from birth to about 
age three. There are two ways of attack- 
ing this problem. First there is the test 
of the parents of which more will be said 
later. The time will surely come when 
each father and mother will know posi- 
tively whether or not they are or may 
likely become a source of infection for 
their children. At present, the door is us- 
ually locked after the horse is gone, e.g. 
after the child dies of tuberculous men- 
ingitis. The parents are then examined 
and one or both found to have a chronic 
proliferative pulmonary tuberculosis. 
Careful examination sooner would have 
saved the child’s life. 

The second attack is by way of the child. 
Making routine tuberculin tests, the pe- 
diatrician or family physician discovers 
the child to be a positive reactor. A child 
infected before age three usually becomes 
so from some one close at hand; relative, 
servant, or intimate family friend. The 
positive reaction calls for a careful in- 
pection of these close contacts; tubercu- 
lin tests first, followed by films of 
the positive reactors. We strongly advise 
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every family employing domestic help to 
have these employees examined. This jg 
seldom done. Many tuberculous women, 
some knowing that they are tuberculous 
and some not, seek employment caring 
for children. The only way employers can 
protect themselves is to have the prospec. 
tive employee examined thoroughly and 
to pay for this examination. The money 
they spend may be saved a thousand fold, 

At one time it was considered that chil. 
dren infected below age three had a very 
unfavorable prognosis. This is certainly 
far from the truth. Tuberculous children, 
from birth to age three, fall into two 
groups. The first froup is composed of 
those obviously ill with acute types of the 
disease. For them the prognosis is ex- 
tremely unfavorable and when tested with 
tuberculin, they are often negative. The 
disease is so overwhelming that allergy is 
depressed. The second group react to tu- 
berculin, yet appear to be normal children. 
For this group the immediate prognosis 
is very good. Asa rule, the first infection 
proceeds to heal by resolution, calcifica- 
tion, localization and ossification. 

The next age group is three to puberty. 
The number of children found to be in- 
fected in middle western states varies ac- 
cording to locality but is seldom over 25% 
and in most communities 10% or under. 
As the age increases, contact sources are 
harder to; find, but should be looked for 
just as they were in the younger classes. 

There are two reasons for looking for 
tuberculous infection in this second group. 
The first and lesser reason is to look for 
active cases among adult contacts. This 
is not so important because as age in- 
creases the child has so broadened his con- 
tacts that infection may come from extra 
family sources and tests have shown us 
that we find few adult cases from testing 
these older children. 

Second, we want to know which chil- 
dren have been infected so that an attempt 
can be made to protect them against adult 
types of this disease. To date no one is 
exactly sure how to do this. At present, 
many of these children are cared for in 
the open air school systems, preventoria, 


May 1$ 
et 
th 
| fo 
mi 
ac 
be 
th 
of 
fe 
| is 
| > 
pl 
| ck 
in 
W 
sl 
or 
be 
| t 
t th 
tk 
si 
t] 
pit 
th 
ty 
b 
tl 
fe 
al 
ke 
St 
t] 
t 
y 
t 


1936 


ete. It is difficult to check the efficacy of 
this type of treatment. The proof of this 
form of treatment is in later life. The im- 
mediate prognosis is good. We rarely see 
active pulmonary tuberculosis before pu- 
berty. The few exceptions are usually in 
the Negro, Mexican or Indian. Children 
of this group seem to handle the first in- 
fection very well. The future prognosis 
is not so rosy. Approximately 10 to 15% 
of these children are said to develop adult 
types of the disease by age 21. At the 
present time we have no criteria by which 
we can tell whether or not this or that 
child is liable to develop clinical disease 
in later life. We do not know positively 
whether the child must receive added or 
superinfection or whether a spread may 
occur from the first infection. While mem- 
bers of the profession disagree on how 
this second infection occurs, all agree that 
the second infection is dangerous because 
the first infection has produced hypersen- 
sitiveness against tuberculin. It is agreed 
that this hypersensitiveness or allergy, as 
it is called, has some protective powers. 
The exponents of vaccination, the follow- 
ers of Calmette believe that there is so 
much value in this as a protection that 
they actually produce the first infection 
types of tuberculosis with B.C.G. It is 
believed by most of the American schools 
that B.C.G. is dangerous, that the first in- 
fection with tubercle bacilli is not a desir- 
able thing, that it should be postponed as 
long as possible and that if it does give 
some protection, its liability is greater 
than its asset value. Therefore, the groups 
to puberty are tested in order that we may 
watch the infected children through the 
years of sexual development and early ma- 
turity, and try to prevent, if possible, adult 
types of the disease and failing this, to at 
least diagnose the infection in minimal 
stages. 

Tuberculin testing in adult groups 
makes early diagnosis possible. It is true 
that as age advances the percentage of 
tuberculin reactors rises. These figures 


will undergo change as from year to year 
hew generations growing up in a world 
of lessening tuberculosis infection come 
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of age. Every year the tuberculin test will 
become more valuable. Diagnosis of tuber- 
culosis usually is made because the patient 
notices certain symptoms and comes to a 
physician for relief. By the time this hap- 
pens the disease is usually far advanced. 
The new and modern way is to make a 
diagnosis before symptoms occur. Surveys 
have shown that the x-ray film is the best 
way to make very early diagnoses. The 
tuberculin test picks out the cases for X- 
ray. Cases diagnosed before symptoms ap- 
pear are more amenable to treatment. 
Hospital costs are lowered to such an ex- 
tent that the money saved more than pays 
for the many x-ray examinations. 

A word of warning should be given 
here. Every adult tuberculin reactor cer- 
tainly does not have actual clinical disease. 
As a matter of fact, relatively few will de- 
velop actual disease. There are many dis- 
eases that have onsets similar to tubercu- 
losis so that a differential diagnosis is not 
easy. The lungs are the site of so many 
infections that it is almost impossible to 
define a normal roentgenograph of the 
chest. There is also a great deal of differ- 
ence in x-ray equipment. The best appa- 
ratus on the market today is none too good. 
In spite of this films are being made with 
very inferior machines; films that cannot 
be read accurately and which may do more 
harm than good. It must be realized that 
the early diagnosis of tuberculosis is not 
easy, and requires a great deal of exper- 
ience in film interpretation. 

At the present time a committee of the 
National Tuberculosis Association is work- 
ing to standardize equipment. A great 
deal of work has been done to standardize 
tuberculin. The Purified Protein Deriva- 
tive is one answer to this. At present, it 
is priced too high, but greater production 
should reduce the price. 


Summary 


The tuberculin test is the most effective 
screen to separate non-infected from in- 
fected tuberculous patients. 

The test is used in children first to as- 
certain infected children, and second to 

(Continued to page 34) 
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Primary Carcinoma of the Lung 


IN A RECENT PAPER C. I. 
Allen (1) states that ap- 
proximately one hundred 
and fifty papers dealing 
with primary carcinoma of the lung have 
appeared in the literature within the 
past three years. A fair number of these 
papers have dealt with the clinical fea- 
tures; whereas only a short time ago 
most of the writers were concerned with 
the pathologic picture. This increased 
clinical interest is very evident. Reports 
of patients treated during the past few 
years have demonstrated that in some in- 
stances primary tumors of the lung are 
operable. There is no doubt but that the 
number of patients diagnosed as suffer- 
ing from primary malignant disease of 
the lung has rapidly increased. 

Graham and Singer (2) quote Jung- 
hams in stating that primary carcinoma 
of the lung, which always arises in a 
bronchus, constitutes between 5 and 10% 
of all carcinomas. Obviously these figures 
indicate that considerable study should be 
devoted to this disease in order to make an 
early diagnosis and to determine suitable 
treatment. Unfortunately, the onset in 
many cases is insidious, and in some cases 
it appears to arise in the lungs of individ- 
uals who have for many years been the 
victims of such chronic pulmonary dis- 
eases as bronchitis and_ tuberculosis. 
However, in others the condition arises 
in individuals who have a history pecu- 
liarly free from illness in any form. Fur- 
thermore, the enormous improvement in 
thoracic surgery justifies the hope that 
in the near future many patients now 
doomed when the diagnosis is made may 
be enabled to recover completely or at 
any rate look forward to a distinct pro- 
longation of life. 

Very little can be said in regard to 
etiology. Primary carcinoma of the lung 
is much more common in men than in 
women. Edwards (3) reports a series of 
73 cases, 53 of whom were men and 20 
women. In Edwards’ (3) series the old- 
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BY 
E. E. GLENN, M.D. 
Springfield, Mo. 


ast patient was 69 and the 
youngest was 26 years of 
age. The average age was 
approximately 49 years, 
Jackson and Konzelman (4) report a 
series of 32 cases, 7 males and 25 fa 
males. The average age of the men was 
52.3 years and of the women 34.1 years, 
In the cases I have seen the average age 
has been low. Two females have been 
under 21 years of age and two men have 
been under 40 and none have been more 
than 60 years of age. The lesion was on 
the right side in 33 of the cases reported 
by Edwards and on the left side in 40 
cases. In Jackson’s series 23 were right 
and 9 left. These tumors occur more fre- 
quently in the lower lobes than in the 
upper lobes according to the case reports. 
As far as can be determined at present, 


occupation does not appear to be of great | 


importance. 

Edwards (8) reports that cough was 
present in all of the 73 cases except one. 
All of Jackson’s and Konzelman’s (4) 32 
cases had cough as a predominant symp- 
tom except five. Rabin and Neuhof (5) 
do not report their 250 cases in detail, 
but state that cough and hemoptysis is 
caused by ulceration of tumors into the 
larger bronchi. Hemoptysis is reported 
to occur in a large proportion of all ca- 
ses. Edwards (3) reports hemoptysis in 
87.7% of his series. Hemoptysis, there- 
fore, occurs in a greater percentage of 
cases of pulmonary malignancy than of 
pulmonary tuberculosis. 


Sixty-four per cent of Edwards’ (3) 
cases had a mucoid frothy sputum. If 
necrosis and infection has occurred the 
sputum may be purulent and resemble 
that seen in pulmonary abscess or bron- 
chiectasis. 

Dyspnoea was present in 74% of Ed- 
wards’ (3) cases and he does not believe 
that it depends upon the amount of lung 
involved. He thinks it may be due to in- 
volvement of the bronchus or of the va- 
gus. Dyspnoea in the cases I have seen 
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has been fairly well in proportion to the 
amount of lung put out of action. Rabin 
and Neuhof (5) state that pain is the 
most common signal symptom of the tu- 
mors of the smaller bronchi while Ed- 
wards (3) reports pain as being present 
in only 60% of his cases. The pain is 
usually caused by the growth extending 
to the pleura or extrapleural structures. 

Physical signs vary according to the 
location of the growth. When it is in a 
main bronchus to a lobe the signs will 
usually be those of bronchial obstruction 
causing atelectasis of the involved lobe. 
In the later stages there may be evidence 
of a secondary pleural effusion. The ef- 
fusions are often serous early, but usually 
are blood stained or contain a _ great 
amount of blood. Physical signs may be 
absent when the growth is located in the 
peripheral portions of the lung or consist 
of slight localized dullness. In the later 
stages the growth infiltrates the chest 
wall and produces a very flat, solid per- 
cussion note—slightly different from the 
note over fluid; also the dullness may ex- 
tend over beyond mid line, although the 
heart is not displaced. Clubbing of the 
fingers may be present. 

In those carcinomas blocking the main 
bronchi or the commencement of the sec- 
ondary bronchi the x-ray picture is de- 
pendent on the presence or absence of 
bronchostenosis. Infiltrations most dense 
at the lung root and extending in fine 
streaks and nodules to the periphery may 
be seen. Enlarged mediastinal lymph 
glands may be present. Growths arising 
outside the main bronchi may produce a 
well circumscribed shadow. The non-cir- 
cumscribed tumors of the smaller bronchi 
usually present the appearance seen in 
unresolved pneumonia. When the growth 
extends to the periphery careful inspec- 
tion may show more or less destruction 
of a rib. 

Bronchography is mentioned by all au- 
thorities as being essential in the diag- 
nosis of bronchial neoplasms. (Radio- 
graphic examination after introduction 
of lipiodol). It will give positive evi- 
dence of obstruction of bronchi. It will 
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also show partial obstruction caused by 
a narrowing of the bronchial lumen from 
either within or without. 


Those who are interested primarily in 
the medical or surgical aspects of chest 
diseases seem to be as enthusiastic as the 
bronchoscopist as to the value of bron- 
choscopic examination in bronchial carci- 
noma. The cardinal indication for bron- 
choscopic examinations is clinical or ro- 
entgenologic evidence of bronchial ob- 
struction (a wheeze or an area of ob- 
structive atelectasis or obstructive em- 
physema), and in no connection is it 
more valuable than in the early diagno- 
sis of bronchial carcinoma (4). Several 
important observations can be made by 
this method: 1. A _ definite nodular 
growth may be seen from which a speci- 
men can be removed for microscopic ex- 
amination. 2. Narrowing due to submu- 
cous infiltration by growth or that due 
to pressure by a tumor outside the bron- 
chus may likewise be determined and 3, 
broadening of the carina due to en- 
larged mediastinal lymph glands can be 
visualized. Edwards (3) thinks that 
bronchoscopy should be performed on the 
majority of patients who have had hem- 
optysis and from whom tubercle bacilli 
cannot be found in the sputum, especially 
if they are middle aged. The same view is 
held by other authorities. 


The introduction of air into the pleural 
space may help to distinguish tumors of 
the inner chest wall and pleura from 
those arising in the pulmonary tissue 
and, therefore, may be of considerable 
value if the question of operation is be- 
ing considered. Thorascopy may give evi- 
dence of secondary involvement of the 
pleura, a condition which would contra- 
indicate any attempt at radical operation. 
Pleural effusion, when present, may be 
examined by Mandelbaum’s method and 
enable a positive diagnosis to be made. 
This method comprises separation of the 
cellular content of the pleural fluid by 
centrifugalization and hardening the de- 
posit by formalin after which it is pre- 
pared for microscopic examination. This 
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method can also be used for sputum ex- 
amination. 

Exploratory thoracotomy may be used 
if all other methods do not enable a diag- 
nosis to be made. 

Much difficulty is being experienced 
in arriving at a practical classification 
of carcinoma of the lung. Formerly the 
classification was based on the cellular 
structure of the tumor. All are agreed 
that practically all pulmonary carcinomas 
originate in a bronchus and many be- 
lieve that all types are derived from the 
same cell, namely the undifferentiated 
basal cell of the bronchial mucosa. All 
seem to believe that the location of the 
tumors is of great importance when 
treatment is considered, either radium or 
surgery, and therefore should be consid- 
ered in classification. Tuttle and Wom- 
mack (6) think their investigations show 
that tumors located in the large bronchi 
are less malignant and offer a_ better 
chance for cure by removal than those a- 
rising from the smaller bronchi. On the 
other hand Rabin and Neuhof (5) think 
their research has shown that peripherally 
located tumors are more likely to be cir- 
cumscribed and that regional lymph nod- 
ular involvement occurs late and is lim- 
ited. They, therefore, believe that the 
peripherally located tumors offer the best 
chance for surgical cure. Edwards (3) 
states that it is almost invariably impos- 
sible to perform a lobectomy on any pa- 
tient in whom the growth can be seen 
with the bronchoscope; and in these ca- 
ses the only radical operation that can 
be considered is total removal of the af- 
fected lung: 

There are many pulmonary diseases 
which cause symptoms and objective find- 
ings similar to those of cancer of the 
lung. Lung abscess is often difficult to 
differentiate. The growth causes bron- 
chial obstruction and infection occurs in 
the obstructed portion of the lung pro- 
ducing an abscess or gangrene. For this 
reason, the cause of lung abscess should 
always be determined if possible. Pul- 
monary tuberculosis is often diagnosed 
when a bronchial malignancy is present. 


16 


May 


Differentiation depends on the sputum 
findings and if sputum is negative for 
acid fast organisms, a careful considera. 
tion of all subjective and objective fing. 
ings is in order. As the growth may 
cause about the same symptoms and find. 
ings as a foreign body in a bronchus, the 
presence of a foreign body should always 
be ruled out. The acute symptoms that 
occur at the onset of necrosis and infec. 
tion of the growth may stimulate pneu. 
monia. A chronic bronchitis manifested 
chiefly by cough, especially a cough with 
a tendency toward spasmodic attacks may 
be caused by a carcinoma in a large 
bronchus without obstruction. The like 
lihood of a new growth is increased if 
hemoptysis is present. Positive diagnosis 
must necessarily depend on biopsy of a 
specimen obtained by the bronchoscope, 
biopsy of a regional lymph gland or on 
the operative or autopsy findings. 
During the past 4 years Edwards (8) 
has been implanting radon seeds in bron- 


chial tumors. The holders of radon seeds 


remain in place for seven days, the 
growth receiving an amount of gamma 
radiations equivalent to 1,795 milligram 
hours of radium. In general he states the 
end results as regards cure are poor ow- 
ing to the late stage in which the treat- 
ment is instituted. In a large proportion 
of cases the local growth disappears. He 
thinks there is as definite a hope of 
curing them by irradiation as there is in 
early carcinoma of the tongue. He re 
ports one patient treated by this method 
in 1931 who was well in May, 1934, there 
being a white scar on the bronchial wall 
where the growth was formerly located. 
Several patients are alive from periods 
of 2 months to over a year. He also in- 
serts the radon seeds by thoracotomy in 
some cases when the growth is not Vis- 
ible through the bronchoscope. 

Many cases of pulmonary malignancy 
have been treated by surgical removal of 
the affected lobe or lobes during the past 
few years. Edwards (3) reports 14 such 
removals. Rabin and Neuhof (5) report 
5 cases, one of whom was living at the 

(Continued to page 38) 


= 1S 
id 
pu 
th 
fo 
W 
th 
tr 
th 
les 
th 
at 
w 
to 
m 
cl 
of 
th 
tr 
su 
al 
di 
gi 
n 
bi 
T 
0 
di 
om 
h 
ti 
W 
th 
d 
d 
d 
b 
t] 
= 


1936 


DISEASES OF THE CHEST 


Surgery in Pulmonary Tuberculosis 


A FEW YEARS ago the 
idea of operating for 
pulmonary tuberculosis in 
the minds of most of us 
was indeed a colossal undertaking. Un- 
fortunately, there are still a few Doctors 
who have not been able to accommodate 
themselves to this recent trend in the 
treatment of pulmonary tuberculosis, and 
these few die hards have not accepted sur- 
gery until only in the far advanced, hope- 
less cases, and then point their fingers to 
the surgeon with a great deal of smugness 
at the poor results obtained. This lack of 
understanding is due in a large measure 
to an improper comprehension of the 
meaning of surgery in pulmonary tuber- 
culosis coupled with a poor understanding 
of the physiological principles involved in 
the treatment of pulmonary tuberculosis. 


BY 


W. W. BUCKINGHAM, M.D. 
Kansas City, Mo. 


There is nothing new or startling in the 


treatment of pulmonary tuberculosis by 
surgical means. We only attempt to bring 
about the maximum degree of rest to the 
diseased lungs by the institution of sur- 
gical procedures such as the cutting of 
nerves, muscles, tendons and ribs to 
bring about relaxation and rest of a lung. 
These procedures can be made permanent 
or temporary depending upon the indi- 
vidual case at hand. 

We have all seen cases where the inter- 
spaces are narrowed and ribs pulled in, 
diaphragm pulled up, and the heart and 
mediastinum pulled far into the diseased 
hemithorax: A NATURE THORACO- 
PLASTY. These far advanced attempts 
of nature to heal by extreme fibrosis and 
traction are seen rather infrequently and 
we now do not wait for a case to become 
this far advanced, but institute proce- 
dures which will bring about the same 
desired results. For example, if we were 
dealing with a tuberculous joint we would 
immediately put it in a cast or stabilize it 
by some operative procedure, and not 
merely tell the patient to limit the use of 
that diseased member. 

If we look upon the lung as being an 


elastic organ which is cap- 
able of changing its shape 
and size several times dur- 
ing a minute we would 
realize how futile bed rest, the use of 
binders, shot bags and posture are in de- 
creasing the movements in the lungs to 
any marked degree. 

A recent check up in the more up to date, 
modern equipped sanatoriums showed 
from seventy to eighty per cent of 
their cases to be under some form of col- 
lapse therapy. These figures, of course, 
include pneumothorax. The percentage of 
surgical collapse cases should run from 
twenty to thirty per cent phrenicectomies, 
five to ten per cent thoracoplasties and 
five to ten per cent other surgical pro- 
cedures or combinations of the above. 
We now do not wait for a case to become 
so far advanced that nature sets up her 
own collapse measure in the faint hope 
that this will result in a cure. We have 
now at our command the following sur- 
gical collapse measures and combinations 
of each that will early bring about a con- 
dition of collapse and rest to the affected 
part, the lungs. 

These operations ail attempt to bring 
about rest and may be divided into four 
main groups, nerves, muscles, ribs and 
lungs. The amount, type and degree of 
disease present determines which of the 
above will be first used. 

Nerves 

Phrenic 

Temporary 
Permanent 
Intercostal 
Temporary 
Permanent 
Muscles 
Scalenectomy 
Plombage 
Paraffin 
Pectoral muscle 
Fat 
Bag 
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Ribs Thoracoplasty 

Complete 1 to 11 inclusive Autitotel 

eral 

Partial First rib, Phrenic, Scalene, 

same incision 
Costectomy 
Lungs 
Pneumolysis 
Open 
Closed 

Drainage of cavities 

Lobectomy 

General Indications—Practically every 
demonstrable unilateral tuberculous lesion 
should have some form of surgical col- 
lapse therapy and few should be left to 
bed rest alone. In emergencies such as 
severe hemorrhage, massive or repeated, 
it has a place. Any case that fails to show 
response to a reasonable period of expec- 
tant treatment should be considered for 
collapse. Certain types of chronic unpro- 
gressive fibroid cases, with large cavita- 
tion, may recover a fair degree of work- 
ing capacity and comfort after collapse 
therapy. Tuberculous enteritis, laryngi- 
tis, are not contra-indications. If the pri- 
mary focus can be cleared up, the above 
will take care of themselves. 

Advantages—The advantages are self 
apparent. It reduces the toxemia, shor- 
tens from fifty to seventy-five per cent 
the period of treatment, brings about a 
greater degree of working capacity in a 
shorter time and brings about a cure 
more permanent and lasting than can be 
anticipated under other measures because 
upon return .to society and activity the 
lung does net resume its full function. 
It converts the positive into a negative 
case. 

If we could close our eyes a little and 
visualize an Utopia in which all the pos- 
itive cases were placed behind as form- 
idable a wall as the great wall of China it 
would only be a few years until tubercu- 
losis, like small pox, would be talked of in 
the past and one would only see a few 
sporadic cases. 

The surgeon who thinks that by merely 
unroofing a few centimeters of ribs over 
a tuberculous lung or by paralyzing a 
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diaphragm for six weeks he has met the 
demands imposed upon him by the pa. 
tient, is far from the truth. The thoracic 
surgeon is never satisfied, and the case 
is not complete surgically, until the spu- 
tum has become negative. This is the goal 
and we must keep on until this end jg 
reached even though we start with the 
least surgical procedure and have to carry 
on to the more formidable operations, then 
will we meet the demands put upon’ us 
by our patients and society. 

Tuberculosis is a disease that kills. It 
is rare for a patient to cure his tubercu- 
losis by himself, alone. Our high death 
rate in tuberculosis is proof enough of 
this fact. If we keep one jump ahead of 
the tuberculosis, we will cure our patient 
—one jump behind the tuberculosis, we 
will kill our patient. The collapse pro- 
cedure that is indicated at the time of 
first seeing the patient, is the one that 
will bring about a steady, increasing dim- 
inution of the diseased process. 

In one case, we would expect a phrenic 
to close a cavity, in another, obviously, we 
would not wait for a phrenic, but start 
a thoracoplasty immediately. 

Indications for Phrenicectomy — A 
phrenicectomy is indicated in any case 
in which a pneumothorax is indicated. 
Obviously, the reverse is not true; we 
would hesitate in putting a lung down for 
three years for a progressive lesion the 
size of a centimeter when a temporary 
paralysis of the diaphragm with its ac- 
companying rest and compression of the 
lung micht have brought the disease to a 
favorable termination. By its telescoping 
action, it may relax sufficiently to col- 
lapse cavities with the continuation of 
pneumothorax. Fifty per cent of the 
cases which have not reacted to pneumo- 
thorax by closure of the cavities, will be 
closed on the institution of phrenicectomy 
as an additional measure. The rise of the 
diaphragm relaxes the apex as much as 
the base, and it is indicated in upper lobe 
cavities as well as middle or lower ones, 
although the results obtained in lower 
lobe cavities are not as satisfactory due 
to the mechanics of internal drainage. 
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Phrenicectomy is indicated in moth- 
eaten cavities and grape skin cavities. 
One can expect absolute collapse in over 
fifty per cent, and definite improvement 
in thirty-five per cent of this type of 
case. 

Just before a collapsed lung is allowed 
to expand after a long course of pneumo- 
thorax treatment a phrenic paralysis is an 
insurance policy against reactivation in 
this lung. The phrenicectomy will de- 
crease the size of the hemithorax to ac- 
commodate for the long collapsed lung, 
and lessen the dangers of tearing open a 
moderately fibrosing cavity. Approxi- 
mately eighty per cent of the cavities 
closed by pneumothorax and the lung al- 
lowed to reexpand will break open again 
upon resuming normal activity within 
three years. 

Indications for Thoracoplasty — This 
operation is indicated in the chronic, es- 
sentially unilateral fibrosing tuberculosis 
with a rigid mediastinum: the unilateral 
large open peripheral cavities: pyopneu- 
mothorax: cavitation not closed by other 
means. In acute, rapidly progressing un- 
ilateral disease, thoracoplasty may con- 
stitute the patient’s only chance. 

The modern operation of thoracoplasty 
resects not only the rib close to the trans- 
verse process, but should include from one 
to one and one-half centimeters of the 
transverse process itself. The rib should 
be removed by the posterior incision 
within a centimeter of the costo-chondral 
junction of the first to the fourth rib in- 
clusive. As a large percentage of cavities 
are posterior this gives one the greatest 
collapse possible in the region where it is 
most needed. 

The mortality statistics in thoracoplas- 
ty range from five to fifteen per cent de- 
pending entirely upon the operator. The 
surgeon who picks his cases carefully 
will have a mortality of only five per cent 
or so, but he will just as surely put as 
many patients in their graves with pul- 
monary tuberculosis as the operator 
whose mortality is fifteen per cent and 
who takes on a few more four-plus risks, 
and returns fifty per cent of these cases 
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back to their homes and society. To at- 
tempt these high risks one must have at 
his command a thoroughly trained opera- 
tive team and post operative care and 
have a definite understanding of the nor- 
mal physiology of the chest coupled with 
a deep understanding of the pathological 
conditions encountered and the operative 
pitfalls that may become manifested at 
any time. The thoracic surgeon of today 
should be as conversant with the stethoscope 
as he is with the scapel. 

Indications for Pneumolysis — By par- 
tial thoracoplasty is meant the resection 
of ribs overlying the diseased lung, and 
resections of three, five and seven ribs 
may be removed leaving the remainder of 
a clear lung to carry on with. In this 
type of operation the diaphragm is rarely 
paralyzed. In the last few years we have 
heard a great deal about selective pneu- 
mothorax. A partial thoracoplasty is an- 
alogous to a selective thoracoplasty. 

In the last few years a few bilateral 
selective thoracoplasties have been done 
with satisfactory results. 

Indications for Plombage — The opera- 
tion of plombage is indicated in moderate 
sized cavities with very little peripherial 
involvement. Bilateral apical cavitation is 
especially amenable to this procedure if 
the remainder of the lung fields are fairly 
normal. The idea of the operation is dir- 
ect extra pleural compression of a cavity 
by means of fat, muscle, paraffin, rubber 
bag, or gauze pack with the rib acting as 
counter pressure. 

Results of Collapse Therapy—With a 
widespread application of compression 
therapy to the early suitable case, the 
number of permanently closed cases 
should be higher than fifty per cent. In 
a well regulated sanatorium, where the 
cases are sent in at an early stage, sev- 
enty-five per cent should be under col- 
lapse therapy. This will not be true in the 
old boarding house type of sanatorium. 

Tuberculosis is a self-limited disease— 
by death. Sixty per cent of all open pro- 
gressive tuberculous cases under sanator- 
ium care proceed to a fatal termination 

(Continued to page 36) 
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Tuberculin Survey of Webster County 


School Children 


IN THE spring of 1934 
the County Health Depart- 
ment of Webster County, 
Missouri, at that time 
headed by Dr. J. W. Bailey, County 
Physician and Miss Elnore Hackmann, 
County Health Nurse, advised with us 
relative to making a tuberculin survey of 
all the school children in Webster County. 
She had the backing of the Parent Teach- 
ers Association as well as the good will 
of practically every citizen in the county. 
The following offer was made and ac- 
cepted by the various organizations of 
the county: 

All school children were to receive 
1/10 milligram of Old Tuberculin, to be 
administered by some member of the 
staff of the Missouri State Sanatorium 
and 48 hours later was to be read. All 
positive reactors were to be x-rayed at 
the institution with a minimal fee of 
$1.00. However, before giving any child 
the test a written consent by the parents 
was required, this in order to prevent 
any unpleasant publicity. 

The following table gives in a brief 
manner the immediate results of the test: 


Total Percent 
Number school children in county 4042 
3109 
451 14.5% of posi- 
tive reactors 
Number X-rays 9863 80.5% of num- 
Number active adults judged ber x-rayed 
from x-ray and sedimentation.... 9 .025% 
Number active or semi - active 


judged from x-ray ‘and sedi- 
mentation recommended for 


Number active primary judged 

from X-ray and sedimentation 

recommended for sanatorium 

treatment or home 14 


I might add at this time that it took 
the better part of 18 months to make 
and read the tests and transport these 
children approximately 60 miles to the 
institution and get x-rays. 

The first thing of interest in regard to 
the above figures is the whole-hearted 
co-operation of most of the people. By 
far the majority of the parents of this 


*Superintendent, 
Vernon, Mo, 


Missouri State Sanatorium, Mount 
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W. J. BRYAN, M.D.* 


Mount Vernon, Mo. 


BY county were not only will. 


ing but anxious to hay 
their children tested. |p 
many instances people 
brought young children not of school age 
and even asked for the skin test for 
themselves. By far the greatest number 
of refusals came from the uneducata 
group and in many instances the very 
people about whom information was most 
needed. 

The next point of interest is the 
low percentage of positive reactors, 
which is most likely explained by the 
fact that this is a rural county and has 
no town with a population of over 1500. 
There were 20% of the positive reactors 
who did not have x-rays. This is prob- 
ably explained by the fact that we were 
unable to x-ray all reactors within the 
first month or two after the skin tests 
were made. Others had either moved 
from the county or had changed their 
mind. It is interesting to note that of 
the 363 x-rays there were 9 cases of 
adult pulmonary tuberculosis and only 
one of whom suspected he had the dis- 
ease. This means that we discovered 9 
active cases who were spreading germs 
about the community and upon the most 
potent soil possible, the school children. 
of this 9, at least one was a school teach- 
er who was then teaching in her school 
for the second term. The precentage of 
reactors in this school were 66% against 
an average of 14%. In another school 
where it was known the teacher had died 
of pulmonary tuberculosis after having 
taught two terms, the percentage of pos 
itive reactors was also over 60%. There 
were 14 or .084% of this group which 
was x-rayed who suffered from active 
primary or childhood tuberculosis as 
judged from x-ray and_ sedimentation 
rate and were recommended for sanator- 
ium or home rest. There were 111 who 
had either active or semi-active disease 
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as judged from x-ray and sedimentation 
but whose conditions were such that it 
was not felt necessary to place them on 
strict bed rest. These cases were recom- 
mended to have check ups in from three 
to twelve months. 

Had the information obtained from 
this survey been put to no other use I 
am sure the survey would have been well 
worth while. More information in re- 
gard to tuberculosis was probably dis- 
seminated in this county during the 18 
months of this study than ever before. 
The people of the county became tuber- 
culosis conscious. The members of the 
county court who make out the county 
budget and through whom all expendi- 
tures are made have since this time better 
understood its problems and responsibil- 
ities relative to this disease. However, 
this was not the end. The county health 
nurse used this information to good ad- 
vantage and; is still keeping in contact 
with the families who presented children 
with positive reactions. 

As stated above, this tuberculin sur- 
vey began in the spring of 1934, starting 
April 1. Records of discovered cases of 
tuberculosis had been kept in the county 
since August 1, 1931, and between Aug- 
ust 1, 1931 and April 1, 1934, there were 
23 cases which had come to the attention 
of the health department. Practically all 
of these cases were in the advanced 
stages and very little, if anything, could 
be done for them. After April 1, 1934, 
there were 42 active cases discovered as 
a direct result of the tuberculin survey. 
In addition to this there were 24 other 
cases discovered as an indirect result of 
the tuberculin test, practically all of 
Whom, the health nurse assures me, 
would not have been discovered had it 
not been for this survey. This survey 
made it easy for the nurse to discuss 
health problems with the family and in 
this way found many additional cases of 
old tuberculous contact which would have 
been found in no other way. To quote 
from Miss Hackmann, the county nurse: 
“I find heretofore families have tried to 
cover or hide their tuberculosis contacts, 
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but they are now more open and free to 
discuss their tuberculous family rela- 
tions.” In answer to a question relative 
to the value of these tests to her county, 
Miss Hackmann stated, “No chest clinic 
in Webster County would have been of 
as great a value in a case finding sur- 
vey in my opinion, as tuberculin testing 
of school children has been’’. 

I do not know the exact figures in 
dollars and cents, but do know that the 
entire cost of this survey was not over 
$500.00. It is difficult to estimate the 
value of human lives in dollars and cents 
and I am not much of a statistician, how- 
ever, it might be well to think of what 
it would mean to leave 66 people in a 
county suffering from adult pulmonary 
tuberculosis to spread this disease. Cer- 
tainly from the dollar and cent stand- 
point it is not a paying proposition to 
permit these cases to go undiscovered, es- 
pecially when there are_ preventable 
measures at our command. 

This problem of eradicating or con- 
trolling pulmonary tuberculosis has been 
a subject of vital interest for the past 
50 years. During this time, we have seen 
a very rapid decrease in the death rate. 
No doubt a large percent of this decrease 
is due to the intense educational pro- 
gram of the National Tuberculosis As- 
sociation and other health agencies. This 
educational program has been extended, 
not only to the medical profession, but to 
the laity and the people at large. Mil- 
lions of dollars have been spent and no 
doubt not in vain, however, in spite of . 
all of this wonderful work, tuberculosis 
still ranks first in the cause of death be- 
tween the ages of 15 and 45. In spite of 
the campaign for early diagnosis, 5 out 
of every 6 patients admitted to the san- 
atoria in this country are in the advanced 
stages. There are several reasons for 
this, the foremost of which are: 

1. The patient seldom presents him- 
self to the physician until he is in the 
advanced stage. In fact the symptoms 
are often so slight that they may go un- 
noticed for many days. Even loss of 

(Continued to page 36) 
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Prognosis in Arrested 


IT HAS been stated by 
some students of tuberculo- 
sis that the most certain 
thing about the prognosis 
of this disease is its uncertainty. Those 
who have had considerable clinical con- 
tact with tuberculous individuals will on 
the whole subscribe to this viewpoint. De- 
spite this skepticism there are certain 
tangible facts about tuberculosis that jus- 
tify one to assume the role of a prognosti- 
cator and to predict the end result in a 
certain patient. Who can deny the clinical 
fact that a minimal case of tuberculosis 
has a better chance for recovery than a 
far advanced one? On the other hand, 
who can challenge the veracity of the 
statement that miliary tuberculosis and 
tuberculosis meningitis are fatal diseases? 

In the past decade newer methods of 
treatment have been sufficiently tried out 
to enable one to estimate with a certain 
degree of accuracy their influence on prog- 
nosis. The statistical facts to be presented 
permit one to evaluate the influences of 
only two older methods of treatment on 
prognosis; namely, bedrest and pneumo- 
thorax treatment. 

The writer has for some time been en- 
gaged in making follow-up studies on dis- 
charged arrested patients from Koch Hos- 
pital, the municipal sanatorium for the 
treatment of tuberculosis. The follow-up 
work was carried out through the Muni- 
cipal Visiting Nurses by obtaining the 
necessary data directly from the patient 
and by tabulating same on a questionnaire 
prepared for this purpose. This informa- 
tion was not difficult to obtain since many 
of our discharged patients are still under 
clinic supervision. In some instances no 
information could be obtained since the 
patients were either lost or had left the 
city. The Bureau of Vital Statistics was 
consulted for the purpose of discovering 
whether any of the lost patients were 
dead, or whether they were re-reported as 

*From the Tuberculosis Division of the St. Louis 
Health Department. 


TUChief of Medical Section of the St. Louis Health 
Department and Assistant Health Commissioner, 
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H. I. SPECTOR, B. S., M.D.+ 
Si. Louts, 


Tuberculosis 


BY active by private phygi. 
cians. 

This paper is based op 
an analysis of the end re 
sults in 398 arrested or apparently heal. 
ed cases of tuberculosis discharged from 
Koch Hospital during the years 1923 to 
1934—a period of 11 years. 

For the sake of clarity the writer de. 
sires first to define the term “arrested” 
disease. The American Sanatorium Asgo- 
ciation originally adopted a classification 
in 1909 but since then modifications have 
been made several times. The most recent 
pamphlet issued by the National Tuber- 
culosis Association in January 1931, de 
fines arrested disease as follows: All con- 
stitutional symptoms absent; sputum, if 
any, microscopically negative for tuber- 
cle bacilli; x-ray findings compatible with 
a stationary or retrogressive lesion. These 
conditions shall have existed for a period 
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of six months, during the last two off 


which the patient has been taking one 
hour walking exercise twice daily or its 
equivalent. This definition applies to pul- 
monary tuberculosis only. The term ap- 
parently cured applies to the childhood 
and bone cases. 

All patients discharged as “arrested” 
from Koch Hospital met the requirements 
as outlined at that particular time by the 
National Tuberculosis Association. 

The 398 cases followed up consisted of 
212 males and 186 females; of these 398 
patients, 52 were negroes, 23 of whom 
were males and 29 females. Although the 
ages varied from 1 to 74 years, 56% were 
in the age groups between 15 and 35. 

The results of the follow-up study ca 
best be shown in the following tables: 

Table 1. 


Classification of 398 Patients as to color, type and 
stage of disease. 


% 
Pulmonary White Negro Both of Tota & 
Minimal 48 9 57 14.3% 
Mod. Ady. 111 13 124 31% 
Far Adv. _162—s 175 44% 
321 
Juvenile or Childhood Ss 10 18 4.5% 
Extra Pulmonary 17 7 24 62% 
GRAND TOTAL 346 VN} 398 100% 
(87%) (13%) 
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End results in 398 arrested or apparently healed cases of 


tuberculosis discharged from Koch Hospital 
negro) years 1923--1933 


Juvenile or 
Childhood 18 


SOS 


== 
é = = x3 
- 
= = 
1923 + 3 1 33 
1924 l4 3 GO 
1925 22 Ss 
1926 Ww 3 30 
1927 39 16 i 37.5 
1928 21 11 45 
1929 40027 44 
1930 23 60 
1931 3 32 0 
1932 65 60 
1933 106-102 91 
Total 39S 289 72 76 
Table 3. 
End results in 398 cases according to 
disease 
Minimal 
Mod. Ady. 124 7 
Far Ady. 175 
Extra 
Pulmonary 24 


‘ » 
(School) 
100 


(white & 

2 66.66 
3 37.5 
7 70 

31.2 
3 27.5 
19 

2 13.5 
i 2 

3 3 
31 11 


= 
= 
7 
9 13 
is 18 11 
$ 3 21 
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Table 4. 
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INFLUENCE OF PNEUMOTHORAX ON 


PROGNOSIS 


Number of Patients discharged during 1931, 
1932 and 1933 


Number with Penumothorax 


Relapse 
% 
Died 
% 


7 
Number without 13 10 7 4°38 
Table 5. 
M 23 
Follow-up of 52 arrested negro patients 
Pr e£ 2 > 
- & Ss ~ 
12 1 hip case 1 a 1 
126 4 “ 
1927 3 1 1 1 
1920 4 4 3 1 
1951 3 2 
1932 4 1 
| 19 19 
Total 34-87 | 4-11 1-2 
Table 6. 
Comparative end results white and negro cases 
| 
cs & = 
White 346 250 73 103 14 30 13 
Negro 52 3 11 1 2 
Total 398 76 123 13 31 il 
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Discussion 


A more detailed study of the foregoing 
figures reveals many interesting facts de- 
serving comment. It will be noticed that 
approximately 76% of the cases dis- 
charged from Koch Hospital as arrested 
have remained well, 13% relapsed and 
that only 11% died. In attempting to 
evaluate and compare these results with 
those obtained from other sanatoria, the 
writer was amazed to find that, despite 
the voluminous literature which exists 
on almost any phase of experimental and 
clinical tuberculosis, only very meager in- 
formation is available in regard to follow- 
up studies on discharged sanatorium tu- 
befculous patients and that practically no 
information could be obtained in regard 
to end results in discharged arrested 
cases. The studies made by Dublin! in 
1929, Whitney and Myers? in 1930 are not 
in the same category with this study since 
the former included all types of dis- 
charged cases in their investigations, such 
as unimproved, improved, quiescent and a 
small number of arrested cases, while this 
study concerns itself with arrested cases 
ouly. Furthermore their objective was to 
determine the per cent of living patients 
at the end of a certain period, while our 
objective was to find the per cent of well 
patients at the end of a certain period. 

A pamphlet issued in January, 1933 by 
the National Tuberculosis Association en- 
titled, ““‘What Happens to Patients Dis- 
charged From Tuberculosis Sanatoria” 
and written by William F. Lawrence’ of 
the Statistical Department, is of some 
comparative interest. Lawrence reports a 
follow-up study by questionnaire of 238 
discharged cases from Massachusetts san- 
atoria during 1928. In his group he in- 
cludes all types of cases of which 32 were 
arrested. He found that at the end of 
three years 32% of all his cases were 
dead, 19% of the arrested cases had re- 
lapsed, and that 3% of the arrested cases 
were dead. 

A further analysis of the statistical 
data as revealed in table two indicates in 
a general way that the per cent of those 


23 


Table 2. 
on 
re- 
al- 
ym 
31.2 
to 27.5 
37 
26.5 
Je. 10 
dq” 6 
30- 
on 
stage and type af 
nt 
le- 
11 
if 25 
30001 
me 219 56 39 18 31 (11 
od 
of 
ne 
ts 
od 
q” 
its 
he 
of 
m 
he 
an 
tal 
- 


MAY 


who have recovered is inversely propor- 
tional to the lapse of time since discharge 
from the institution, or, in other words, 
the per cent of those who have relapsed 
or died is directly proportional to the 
lapse of time since discharge from the in- 
stitution. 

That early diagnosis is the keystone to 
successful treatment and ultimate recov- 
ery from the disease, follows from the 
fact that of the minimal group 89% re- 
mained well and of these, 80% were work- 
ing as compared with 73% and 50% re- 
spectively of the advanced group. It is of 
interest to mention in this connection that 
the average residence in the sanatorium 
of the minimal, moderately advanced and 
far advanced cases before obtaining an 
arrestment of their disease was 528, 554 
and 929 days respectively. 

As to the effect of pneumothorax on 
prognosis, the figures are self-explana- 
tory. All pneumothorax cases with the ex- 
ception of one, were discharged in the 
past three years, and during the same 
three years, 137 were discharged without 
having received pneumothorax treat- 
ments. When we bear in mind the fact 
that the cases which were given pneumo- 
thorax treatments were mostly those who 
did not respond to bedrest treatment and 
were of the far advanced group (49 out 
of 57), the favorable influence of pneu- 
mothorax on prognosis can best be appre- 
ciated. 

An interesting group to study is the dis- 
charged negro patients. For a long time 
it has been the belief of many students of 
the problem that negroes offer no resist- 
ance to the disease and that the lesion in 
the negro is generally a progressive one 
leading to a fatal end. Contrary to our ex- 
pectations, the results in the negro group 
were almost incredible and caused us to 
revisit the negro patients and to recheck 
our statistics thereby confirming the orig- 
inal surprising but pleasant findings. The 
results obtained in the 52 negroes are 
most encouraging and challenge the for- 
mer theories. These follow-up studies in- 
dicate that given the benefit of early diag- 
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nosis and proper treatment the negro can 
respond to treatment and can _ recover 
from this disease. 


Conclusions 


In conclusion the writer wishes to point 
out that there are 5 definite facts which 
stand out as a result of this study. 

1. Bedrest is an effective method of 
treatment since 74% of those who re. 
mained well received this form of treat- 
ment only. 

2. Collapse therapy, and_ specifically 
pneumothorax therapy, favorably influ. 
ences the prognosis in pulmonary tuber. 
culosis. 

3. The chance for life of the tubercu- 
lous patient is directly dependent upon the 
stage at which the disease is discovered. 


Patients with minimal disease get well | 


sooner and live longer than those with 
far advanced disease. 

4. Most children with childhood tuber- 
culosis recover from their disease. 

5th and last: Negroes, when given the 
benefit of early diagnosis and proper 
treatment, can recover from tuberculosis. 


It is gratifying to find that many of 


the patients who have fought the tedious 
and prolonged battle with this old enemy 
of society have recovered and have con- 
tinued to remain well. In as much as 
TIME is the best indicator of the effec- 
tiveness of any method of treatment the 
only positive evidence of the efficiency 
of any treatment is the living patient, cli- 
nically well, socially free, and economi- 
cally self-reliant. 
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WELCOME TO KANSAS CITY 
Visit the 
MEDICAL ARTS BUILDING 
406 West 34th Street 


Miss Katherine R. Porter, Manager 
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“This Open Letter is Addressed to Physicians and Officials connected 
with Industrial and Welfare Organizations.” 


n 
it 
h (A National Association of Private Sanatoria and Chest Specialists) 
i CoTTON AVENUE AND WYOMING STREET 
EL PASO, TEXAS 
- May 1, 1936. 
Gentlemen: 
‘ ) This is the fifth in a series of open letters addressed to physicians and welfare organiza- 
. tions. If you did not receive the previous issues, we will be pleased to furnish you with 
copies upon request. 
4 The Metropolitan Life Insurance Company maintains a sanatorium at Mount McGregor, 
a New York, for the private care of their tuberculous employees. Other organizations have 
r entered into agreements with existing private sanatoria to provide sanatorium care for their 
tuberculous members. 
The sanatoria listed below are the finest private sanatoria in the United States and are iI 
r- equipped to administer the best of medical care and treatment. Permit us to acquaint you 
with the facilities now available in these institutions for the care of your employees or your 
e | members who are afflicted with tuberculosis. 
T 
: For further details please address the Committee on Economics of the Federation of 
tt American Sanatoria at the above address. 
s Sincerely yours. 
y COMMITTEE ON ECONOMICS 
P Federation of American Sanatoria 
iS 
DIRECTORY OF PRIVATE SANATORIA AFFILIATED WITH THE FEDERATION OF 
a AMERICAN SANATORIA 
l- 
i- ARIZONA COLORADO NEW YORK 
D Milwaukee 
Bethesda Sanatorium Loomis Portland Open Air Sanatorium 
W heatridge PENNSYLVANIA 
i- Tucson Lutheran Sanatorium Saranac Lake Allenwood 
Chicago Fresh Air Hospital! NORTH CAROLINA El Paso 
Banning Sanatorium Asheville Homan Sanatorium 
- Southern Sierras Sanatorium Ambler Heights Sanitarium Long Sanatorium 
NEW MEXICO Elmhurst Sanatorium Price Sanatorium 
Belmont Mbugquerque St. Joseph's Sanatorium 
iforni na 
by California Sanstoriom Methodist Sanatorium St. Joseph Sanatorium Kerrville ' 
Duarte St. Joseph Sanatorium Sunset Heights Sanatorium Sunnyside Sanatorium 
as Mulrose Sanatorium Southwestern Presbyterian Sar Violet Hill Sanatorium San Antonio 
vu ‘ Deming Zephyr Hill Sanatorium Dr. Farmer's Sanatorium 
- nt Holy Cross Sanatorium Southern Pines Grace Lutheran Sanatorium 
Norumbega Sanatorium Santa Fe Pine Crest Manor Von Ormy 
Pottenger Sanatorium St. Vincent Sanatorium OHIO Von Ormy Cottage Sanatorium 
Sunmount Sanatorium WASHINGTON 
Redwood City Velmore McConnelsville Seattle 
Canyon Sanatorium Valmora Sanatorium Rocky Glen Sanatorium Laurel Beach Sanatorium 
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Missouri State Sanatorium 


Mount Vernon, Missouri 


The above picture is that of the new Medical Center at 
the Missouri State Sanatorium which will be completed in 
the early part of 1937. The institution is located at Mount 
Vernon and was opened August 17, 1907, with a capacity 
for twenty-four tuberculous patients. Today the Missouri 
State Sanatorium has ten major buildings for patients with 
a capacity of 505 beds, including a fifty bed preventorium 
for children and twenty-four beds for colored patients. 
Prior to 1925 the institution had been conducted more or 
less on the scale of a rest camp, the construction of the 
sanatorium having been patterned similar to the Saranac 
Cottage plan, but today every known and proven advanced 
method of treatment is available for those patients admitted. 


_ More than 10,000 patients have been treated in the institu- 


tion since its establishment. Dr. W. J. Bryan is the superin- 
tendent and medical director and is assisted by six resident 
physicians, a steward, thirteen graduate nurses, fifty prac- 
tical nurses and orderlies, a dietician, an x-ray technician 
and a full time laboratory technician. The daily per capita 
cost during 1935 amounted to $1.64. In addition to the splen- 
did work of the sanatorium, an out-patient department is 
maintained and members of the staff frequently cooperate 
with school boards throughout the surrounding communities 
by conducting health clinics and by giving school children 
the tuberculin test. Plans are under way for the erection 
of a new infirmary ward which will have a modern medical 
and surgical unit built in connection. 


ry 
26 


We will send to you Express Prepaid 


61 Papers and 42 Selected Abstracts 
on Subjects relating to Chest Diseases 


PLUS ONE YEAR’S SUBSCRIPTION TO 


Diseases of the Chest 


Journal of the Federation of American Sanatoria 


All For $2.00 NOW 


FILL IN THIS BLANK TO RECEIVE THIS UNUSUAL OFFER 
(Good in the United States of America only) 


DISEASES OF THE CHEST 
Cotton Avenue and Wyoming Street 
El Paso, Texas 


for Two Dollars, 
for which you will please send to me prepaid the 61 papers and 42 selected 
abstracts offered in your advertisement and one year’s subscription to the 
publication DISEASES OF THE CHEST. 


THE FEDERATION OF AMERICAN SANATORIA 


(A National Association of Chest Specialists and Tuberculosis Sanatoria) 
Meets with the American Medical Society at Kansas City, May 11-15, 1936 


TEMPGLASS THERMOMETERS 


SPECIAL FOR SANATORIA USE 
Easy to Read — Easy to Shake Back — Easy on the Budget. 


Tempering makes Tempglass Thermometers tough—so tough, in fact, that 
they will outlast two ordinary thermometers. Reduce your thermometer 
costs by using Faichney’s Tempglass Thermometers. 


i Manufacturers of Thermometers, Syringes, Needles and Surgical Specialties. 
FAICHNEY INSTRUMENT CORPORATION 


Watertown, N. Y. | 
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The present institution cares for approximately 500 patients. A new building program is now in prog. 
ress, funds for which have been voted, which when completed will 
double the institution’s capacity. 


Looking toward the main building, with the Women’s Building (left) and the Men's Building (right) 


Robert Koch Hospital 


G. D. KETTELKAMP, M.D: 
Superintendent 


Robert Koch Hospital, an institution owned 
and operated by the City of St. Louis for the 
care of its citizens afflicted with tuberculosis, is 
located on the west bank of the Mississippi River 
about two miles south of Jefferson Barracks, and 


about fifteen miles south of the business section 
of St. Louis. It is on one of the main lines of the 
Missouri Pacific Railroad. The postoffice is 
known as Koch, Missouri. The location is one 


unusually well adapted to the treatment of tuber- 
Away from the disadvantages of the large 
city it is at the same time near enough so that 
by means of the excellent all-weather roads the 
city’s advantages are sufficiently easy of access. 
The scenery centered about the old Mississippi is 
very inspiring and conducive to a life of thought- 
ful relaxation, an advantage inestimably valuable 
to one who must lay aside life’s worries and 
hustle and bustle for an extended period in his 
quest of health. 

The history of the institution is very interest- 
ing. However, space will permit only a very 
brief historical sketch. Anyone interested in more 
detail is referred to the June, 1935, number of the 
“Koch Messenger” pub- 
lished by the patients of 


culosis 


be stopped here and the crew and passengers quar. 
antined long enough to determine whether or not 
these infectious diseases were aboard. Some lepers 
were also quarantined here. 

By 1910 sanitary measures against contaminated 


food and water supplies in case of cholera, proper § 


screening of the mosquito in case of yellow fever 
and vaccination in case of smallpox, had almost 
climinated these diseases, but the need for the 
isolation of tuberculosis patients had by that time 


become very evident. Consequently, in that yea 


the first patients with tuberculosis were isolated 
here and the name changed to Robert Koch Hos 
pital, in honor of the eminent Dr. Robert Koch 
of Germany. However, in these early years Koch 
Hospital served primarily as a place of isolation, 
and not much was expected in the way of treat- 
ment for tuberculosis. In 1922 a bond issue was 
voted by the City of St. Louis to add severd 
necessary buildings, and along with the prop 
aganda which resulted in the bond issue, came 
also the development in the institution and better 
regulations and regime for the treatment of tt 
berculosis. 


Koch Hospital. 

In June 1854, the City 
of St. Lotis purchased 
64 acres of the present 
169 acres, and established 
a quarantine station for 
infectious diseases. In 
those days, yellow fever, 
cholera, and smallpox were 
terrible scourges, and 
many unfortunate victims 
of these diseases lost their 
lives at the Quarantine 
Station in those early days. 
Since practically the only 
communication into and 
out of the city of St. Louis 
was by river traific and 
trails, most people enter- 
ing the city came by boats 


from New Orleans and the 
South. These boats could 
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Pine Crest Manor Southem Pines, N. C. 


A private sanatorium for the TUBERCULOUS, 
located on a private estate of ninety acres, one mile 
from Southern Pines, six miles from Pinehurst. Alti- 
tude 600 feet. Central Administration Building and 
twenty-two cottages. Treatment consists of the usual 
sanatorium routine with speciai emphasis on REST. 
Artificial pneumothorax and other surgical prece- 
dures employed when indicated. 


Descriptive booklet on request. For reservations, rates or other 
information, address 
JAMIE W. DICKIE, Physician in Charge 
Southern Pines, N. C. 


A S H E I L L E In the “Land of the Sky” 
ASHEVILLE, NORTH CAROLINA 
; North Carolina Small private sanatorium where individual care is 
iven. Graduate nurses in constant attendance. 
4 f S Rates $10.0 
.00 per week and up 
ee Sand @ the ky Mrs. M. L. Howell, Superintendent 
FAIRVIEW COTTAGE SANITARIUM AMBLER HEIGHTS SANITARIUM 
aE Overlooking city and mountains. Liberal diets, menu A modern sanitarium fully equipped for the 
rot system. All types of accommodations. Rates: $12.50 treatment of pulmonary tuberculosis 
ors to $15.00 per week, exclusive of medical care. Descriptive literature upon request 
“Write for illustrated booklet”’ Edwina M. Richardson, R. N., Supt. 
ed F ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 
er 
er, 
ost 
7 ZEPHYR HILL SANATORIUM St. Joseph Sanatorium 
- : For the treatment of tuberculosis and chronic (Conducted by the Sisters of Mercy) 
od diseases of the chest. 
ee ; Medical Staff: Fireproof, steam heat. All rooms have private sleeping 
C.H. Cocke, M.D. S.L. Crow, M.D. J.W. Huston, M.D. porches with private or connecting baths. Graduate 
: : Mrs. W. I. Abernethy, R. N., Superintendent nurses in attendance. 
" a ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 
at- 
‘as 
ra 
“| | HILLCROFT SANATORIUM SUNSET HEIGHTS SANATORIUM 
ne § Biltmore Station. Asheville, N. C. All rooms with porches, many with private or connect- 
er , ° ing baths - wonderful view of city and mountains. 
sl For the Treatment of all forms of Tuberculosis Open to all physicians of Asheville. 
; ; Miss Minnie Gibbs, R. N., Superintendent 
Annie L. Rutherford, R. N., Superintendent ASHEVILLE NORTH CAROLINA 
3 Owned and operated by Mrs. Florence Barth 
f Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
ASHEVILLE Reasonable Rates NORTH CAROLINA 
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In 1906, the City Council of Kansas City, Mis- 
souri, first realized the need of special care for 
tuberculous patients, and effected plans for or- 
ganized treatment of the disease. 

In 1908, the Jackson County Society for relief, 
prevention and control of tuberculosis was formed. 
Mr. Frank P. Walsh, prominent lawyer of Kan- 
sas City and Washington, was first president. 
In 1909, through his efforts, the National Tuber- 
culosis Association Exhibit was brought to Kan- 
sas City. Forty-five thousand people attended, 
which brought to the attention of the authorities 
the fact that people felt the need of the proposed 
institution and it gave them courage to proceed 
and submit the bond issue for the first building. 

‘The building was begun in 1914 and was built by 
the prisoners of the Municipal Farm thus cutting 
the cost of construction toa minimum. The erec- 
tion of the building was slow owing to the fact 
that so much of the labor, although properly 
supervised, was that of unskilled men. The wind- 
ing road leading from the highway below was cut 
from the cliffs by axes, picks and shovels. 

The institution is located on a fifteen acr* tract 
of ground—a part of the Municipal Farm—about 
seven miles from the downtown district of Kan- 
sas City. The buildings are situated on the top of 
a hill, which rises two hundred feet above the 
U. S. Highway No. 40. The grounds surround- 
ing the buildings are of varied character, lending 
charm and diversity to the general landscape. 
Kansas City presents a beautiful picture viewed 
from the hospital. 

On Christinas day, 1915, the building was opened 
with eighteen patients as inmates. The furnish- 
ing of the building took place as rapidly as 
possible. The first ward opened in what is now 
called East 1, which is the first floor of the east 
wing and was for the men patients only. The next 
ward was what is now called West 1; this ward 
took care of the women patients. 

Kansas City has been most fortunate in always 
having as Members of its Health Department, 
men and women deeply interested in the study 
and care of tuberculosis, notable among whom 
was Dr. E. W. Schauffler, one of Kansas City’s 
oldest and best loved physicians. He was one 
of the group who started the first tuberculosis 
campaign in 1908 and remained active in the 
work until his death on October 29, 1916. There 
were also Mr. Tom Flinn, at one time president 
of the board of health; Dr. W. L. Gist, formerly 
superintendent of the Kansas City Municipal 
general Hospital; Dr. Paul Papuin, who at one 
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Kansas City Municipal Hospital 


MISS MERLE WALKER, R. N. 
Superintendent 


THE CHEST 
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time operated the Asheville-Biltmore Tuberculo- 
sis Hospital at Asheville, North Carolina. It was 
through the enthusiasm of Dr. Papuin that Dr 
Gist became interested and was able to do so 
much for the situation in Kansas City. Dr. Ker. 
win Kinard, Dr. Frank Hurwitt, Dr. Sam Snider, 
Dr. Herbert Mantz, Dr. George Lee and Dr 
W. A.,German, have all been Medical Directors 
of at Leeds. 

In 1925 a bond issue was voted in Kansas City, 
out of which $150,000 was available for the tuber- 
culosis hospital, and in 1929 a new building was 
erected for negroes, thus increasing the capacity 
of the beds to 161. 

The Kansas City Municipal Tuberculosis Hos- 
pital is financed and maintained by the tax payers 
of Kansas City, Missouri, and only residents oi 
Kansas City are eligible as patients. 

Dr. Edwin Henry Schorer, Director of Health 
for Kansas City, Missouri, is deeplv interested in 
tuberculosis work, and has been untiring in his 
efforts to make this sanatorium the best in the 
country. 


The Kansas City Municipal Tuberculosis Hos- 
pital is fortunate in having the entire staff of the 
Kansas City Municipal General Hospital as cor 
sultants. They are all outstanding men in the 
Medical Profession and Members of the Jackson 
County Medical Society, who give gladly ané 
unstintingly of their time and skill to this cause § 

Dr. W. W. Buckingham, who is serving as 
Medical Director of the sanatorium, graduated 
from the University of Pennsylvania, interned a 
St. Luke’s hospital in Kansas City and then re 
turned to Philadelphia for one year of post gradr 
ate work in surgery. He then went as instructor 
in Thoracic Surgery to the University of Michigat 
Hospital and Medical School, where he receive 
his training in tuberculosis, stressing particularly 
surgical collapse measures. 

In 1934-35 approximately $180,000 was issued 
under the ten year plan for the Kansas City Mt 
nicipal Tuberculosis Hospital. 


With the money available a surgical paviliot 
was built, considerable reconstruction was done 
and many improvements of different departments 
were made and the whole hospital was equippet 
with the most modern devices and furniture, thus 
increasing the capacity from 168 beds to 260. 

The Kansas City Municipal Tuberculosis Hos 
pital with its surgical pavilion is considered om 
of the best and most complete sanatoria in the 
country. 
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GRACE LUTHERAN SANATORIUM 


Owned and Operated by For Treatment of Tuberculosis | A high class institution 
The American Lutheran Church SAN ANTONIO, TEXAS wary 
For patients irrespective of Accommodations excellent 


denomination or creed Address: Paul F. Hein, D.D., Supt. 


a non-profitmaking CHICAGO FRESH AIR HOSPITAL 


institution for 
HOWARD STREET AT WESTERN AVENUE 


diseases of 
heart and where correct care cures 
lungs Rates from $2.00 Herbert W. Gray, M.D. . . Medical Director 


| PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic surgery. 
The most recent advances in pneumolysis applied to those cases demanding 
this branch of intrathoracic surgery. 


MODERATE RATES 
Descriptive Booklet on Request 


Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 


Medical Directors: 1004 Stevens Building Portland, Oregon 


A modern and thoroughly-equipped institution Medical equipment is complete, with everything 
for the treatment of all forms of tuberculosis. used in the present day methods of diagnosis and 
Beautiful accommodations for patients, including treatment. 

Private suites with glass-enclosed sun parlors. A home-like atmosphere is obtained at all times. 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


HENDRICKS-LAWS SANATORIUM 


EL PASO, TEXAS 
Cuas. M. HENDRICKS AND Jas. W. Laws, Medical Directors 
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Jasper County Tuberculosis Hospital 
Webb City, Missouri 


BY 


JESSE E. DOUGLASS, M.D. 
Superintendent 


The Missouri State Legislature in 1915 enacted a Law entitled “Tu- 
berculosis Hospital Bonds; Establishment of Tuberculosis Hospitals”, 
whereby any county could issue bonds for the erection of a tuberculosis 
hospital and further stipulated that the State of Missouri would furnish 
financial aid towards its maintenance by paying to the County Court $5.00 
per week for each county patient. The direction and management of these 
hospitals was to be vested in a Board of Tuberculosis Hospital Commis- 
sioners of five members to be appointed by the County Court. 


Pursuant of this enactment, the Jasper County Court, following a 
proper vote of the residents of the county, issued bonds for $100,000 to 
erect the Jasper County Tuberculosis Hospital. This hospital is built of 
brick, stone and concrete construction to accommodate one hundred pa- 
tients. It is located one and a half miles northwest of Webb City on a forty- 
acre tract of land which was donated by Mr. James A. Daugherty to the 
Jasper County Court. 


The State Legislature in 1925 amended the original law and provided 
for an increase in State Aid funds from $5.00 per week to $12.50 per week 
for each indigent patient and further provided that any county in the State 
of Missouri could maintain patients in the Jasper County Tuberculosis Hos- 
pital. At the present time the Hospital Bonds have been paid and there is 
no outstanding indebtedness against the Hospital except the current month- 
ly bills. 
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Pottenger Sanatorium avd Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require rest 


Write for particulars and supervised medical care . . . . An ideal all-year location. The 
THE POTTENGER grounds surrounding the Sanatorium are beautifully parked and add much 
SANATORIUM to the contentment and happiness of patients. 
AND CLINIC Close medical supervision. Rates reasonable. 
i MONROVIA, CALIFORNIA J. E. Pottenger, M.D.......... .. Assistant Medical Director and Chief of Laboratory 
M. Pottenger, Jr., M.D.................. ; ... Assistant Physician 
| 


SANATORIUM 


In the “Delightful Sunshine of Tucson, Arizona | 


EXCELLENT ACCOMMODATIONS 


Medical Director 


KARL BARFIELD 4 SAMUEL H. WATSON, M.D. 


Managing Owner 


| 


| Southwestern ALBUQUERQUE, 
Presb tori S tori NEW MEXICO 
A well-equipped Sanatorium in the Heart of the 
| a Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at higher rates. Write for Booklet. 
HOLY CROSS SANATORIUM (Nou Sectarian) In the Health Zone of the Nation 
A large, modern, privately owned, 250 bed Institution, comprising 500 acres, with Truck Garden, Poultry and 
Dairy Farms. Well balanced menus. 
c. Boy _— from Home,”’ with each Room and Ward adjoining a private, airy sleeping porch. Also private 
ooms whith bath. 
A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid and 


wholesome entertainment. X-ray and Clinical Laboratory work, Artificial Pneumothorax, Heliotherapy and Ultra 
Violet Ray Competent medical and nursing staff. Radio and Microphone with ear-phone connections to each bed. 

Located in the Health Zone of the nation with ideal year-round climate. ‘Altitude 4,330 feet. Water 99.99 per 
cent pure RATES $15.00 to $22.50 A WEEK 


SISTERS OF THE HOLY CROSS, Supervisors . . » » Holy Cross, New Mexico 


LUTHERAN SANATORIUM 


WHEATRIDGE, COLORADO — NEAR DENVER 
A Church Home Fully Equipped for the Modern Diagnosis and 
Treatment of Tuberculosis 


L. W. Frank. M.D......... 
A. R. Masten, M.D. 


.... Superintendent 
Medical Director 
Resident Physician 
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THE USE OF THE TUBERCULIN TEST IN PRIVATE PRACTICE 


detect active cases among their adult con- 
tacts. 

Active pulmonary disease rarely ap- 
pears before puberty. Children infected 
before or during puberty are very liable 
to develop active disease during teen ages, 
so should be watched carefully. Tuber- 
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(Continued from page 13) 
culin tests show us the ones to watch. 
Tuberculin tests in adult groups saye 
x-ray films and allow attention to be fp 
cused on patients who are known to har. 
bor tubercle bacilli. Routine films made 
of these patients will reveal many cases of 
active disease before symptoms develop. 


disposing factor that has weakened the 
bronchial walls resulting in bronchiecta- 
sis. Pulmonary tuberculosis is often as- 
sociated with this disease. 

tecent investigations have shown that 
atalectasis of an entire lobe or part of a 
lobe of the lung rather frequently results 
from pulmonary tuberculosis. The dis- 
placement of the mediastinum usually 
gives the clue to the diagnosis. 

Fistulae in ano are frequently asso- 
ciated with pulmonary tuberculosis. Our 
investigations have shown that often 
with an acute flare up of a chronic fis- 
tula there is an associated exascerbation 
of the lung condition. Some authors 
think that a chronic fistulous tract acts 
as an immunizer which holds in abeyance 
the lung condition. They think that ex- 
plains why lung conditions sometimes 
progress more rapidly after the fistula 
has been healed by surgery. There is 
much room for debate on this point, how- 
ever. One point I desire very much to 
leave with you is, never treat a patient’s 
fistula without examining his lungs thor- 
oughly. 

So called cold abscesses in the chest 
wall should always remind one of an as- 
sociated pulmonary tuberculosis and we 
should never fail to look for it. Though 
the exact etiology of these abscesses may 
be debatable, this does not detract from 
their being an indicator of a_ possible 
pulmonary tuberculosis. 

Uleerations of the bucol mucous mem- 
brane occur much less frequently than 
one would expect when one considers the 
great number of tubercle bacilli con- 
stantly passing over them. They are al- 
most always secondary to a pulmonary 
tuberculosis and give an _ unfavorable 
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COMPLICATIONS IN PULMONARY TUBERCULOSIS... . 


(Continued from page 10) 
prognosis. Ultraviolet or x-ray therapy 
may be beneficial. 

Myocarditis, pericarditis, phlebitis, oti- 
tis, amyloidosis and other complications 
could be discussed at length did time per. 
mit, but since it does not, a mere men- 
tion of these must suffice. 

Before closing, however, I wish to say 
a few words about haemoptysis which 
really should be considered a symptom 
rather than a complication. A _ hemor. 
rhage from the lung may be caused by 
many things other than pulmonary tv 
berculosis but it is such a common symp- 
tom of this that one should never dismiss 
the possibility until he has proven an- 
other source of the haemoptysis or 
proven that tuberculosis is absent. 

Various drugs are recommended for 
haemoptysis, most of which are of doubt- 
ful value. Sedatives should be given to 
quiet the patient’s anxiety but morphine 
must be used with great caution as its 
extreme depressing effect allows too 
much of an opportunity for tubercle ba- 
cillus laden sputum or blood to spread 
the disease to other parts of the lungs. 
When it can be accomplished, pneumo- 
thorax is our best weapon against hem- 
orrhage. Phrenic paralysis or a_ partial 
or complete thoracoplasty may succeed 
if the patient’s condition warrants these 
procedures. 

Permit me to close with this statement, 
that although there are valuable methods 
of treatment for many of the above men- 
tioned conditions, the most important 
treatment for most of the complications 
of pulmonary tuberculosis is the treat- 
ment for the pulmonary tuberculosis it 
self. 
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A T O SPRINGFIELD 
PALMER SAN RIUM ILLINOIS 
A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. Fully 
approved by the American College of Surgeons. Unusual refinements of service. New and modern build- 
ings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 

Circulars on request: Dr. GEORGE THOMAS PALMER, Medical Director. 


SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 


Location, near but not directly on the desert (altitude 
2,400) combines best elements of desert and moun- 
tain climates . . . A sustained reputation for satisfac- 
tion, both among physicians and patients . . . Send 
your next patient here, and you may be assured of his 
receiving maximum benefit, and of his full gratitude. 


C. E. ATKINSON, M. D Medical Director 


ROCKY GLEN SANATORIUM 


McCONNELSVILLE, OHIO 


For the Medical and Surgical 
DR. LOUIS MARK, Medical Director 


677 N. High St., Columbus, O. 


H. A. PHILLIPS DR. D. G. RALSTON 
Superintendent Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


Graduate Nurses 
Where the science of treatment is first Beautiful Surroundings Reasonable Rates 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 


At. Joseph Sanatorium and Hospital 


ALBUQUERQUE, NEW MEXICO 
The Most Beloved and Famous Institution of the Southwest 
A 200 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN INSTALLED. 


[MARYKNOLL SANATORIUM 


MONROVIA (Maryknoll Sisters) CALIFORNIA 


A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the 
foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- 
ern and comfortable. General care of patient is conducive to mental and physical well being. 


SisTER Mary Epwarp, Superintendent E. W. Hayes, M. D., Medical Director 


[ST. VINCENT SANATORIUM 


Information TUBERCULOSIS IN ALL FORMS Conducted by 


and Rates Robert O. Brown, M. D. SISTERS OF 
on Request Medical Director CHARITY 


When writing please mention DISEASES OF THE CHEST 
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SURGERY IN PULMONARY TUBERCULOSIS... 


within five years. A patient who, at the be- 
ginning of his sanatorium treatment, has a 
cavity the size of a cherry which does not 
show a tendency to heal has only a twenty 
per cent chance of being alive at the end of 
six years of sanatorium treatment. 

A patient with a phrenicectomy has 
over a fifty percent chance of a permanent 
cure; an eighty-five per cent chance of 
a cure or marked improvement. A patient 
with a thoracoplasty has a seventy-five to 
eighty per cent chance of a permanent 
cure. Forty to fifty per cent of the fail- 
ures of pneumothorax due to adhesions, 
are suitable for severance by the cautery. 

Conclusions 

The idea of surgical treatment of pul- 
monary tuberculosis has been forced to 
justify itself in a more or less constant 
struggle against ultra-conservatism. To 
justify itself at all, the newer conception 


(Continued from page 19) 

of surgical collapse has been forced ty 
prove itself almost exclusively upon the 
comparatively hopeless, far advance 
case. It is only in the last few years that 
a few of the braver phthisiologists haye 
given us their early hopeful cases to eo. 
lapse, with gratifying results to all cop. 
cerned. Nevertheless, in unusually far. 
advanced cases surgical collapse has con. 
sistently given evidence of better results 
than ‘those achieved with expectant treat. 
ment in parallel cases. 

In the future, with our fuller knowledge 
of technical considerations and deep un- 
derstandings of pathology and physiology, 
and more thorough means of diagnosing 
the early case, we may look forward to an 
era in which the results will be uniformly 
more gratifying. 

Early diagnosis plus early institution 
of collapse measures, equals early cure. 


TUBERCULIN SURVEY OF WEBSTER COUNTY SCHOOL CHILDREN 


weight, fatigue, cough and expectoration 
may be quite noticeable to friends before 
the patient complains. 

2. The physician often does not sus- 
pect tuberculosis even when some rather 
self evident symptoms are present and 
even when he does suspect it, may not 
find physical signs sufficient to warrant 
a diagnosis without an x-ray, which, in 
many instances, can not be properly in- 
terpreted. 

3. Even when the x-ray is advised, 
the patient cannot afford to have it 
taken and certainly the physician can not 
stand the expense. All of which brings 
us up against the problem of “how are 
we going to find these cases in the early 
stages”. Certainly we are not doing the 
job under the old methods. The answer is 
through our schools and school teachers. 

This county having only one full time 
county health nurse and no full time 


. (Continued from page 21) 
health officer, she had many other duties 
to perform and could not give all of her 
time to follow up work. I am sure if all 
of her time for the past two years had 
been given to following up this survey 
and visiting each and every home, in- 
stead of 66 new cases in two years, she 
would have easily doubled this number. 

If, in turn, each county of our state 
would institute a yearly check up of their 
school children and follow up the posi- 
tive reactors, it would not be long until 
our death rate would dwindle to almost 
nothing. It is true that such follow ups 
cost money but the reduction in the care 
of new cases would more than offset the 
money spent in finding them, and, not 
until the people wake up to the fact that 
tuberculosis is a preventable and con- 
trollable contagious disease when prop- 
erly handled will this disease be erad- 
icated. 


SEATTLE 


Pneumothorax, Phrenectomy and Thoracoplasty . 


FreperickK SLyFie.p, M.D. 


LAUREL BEACH SANATORIUM 


(On the Salt Water Beach) 
A private sanatorium fully equipped for the modern treatment of Chest Diseases . 


rooms. Rates: From $25.00 per week up, including medical care. 
JouN M.D. 


WASHINGTON 
. . X-Ray, Fluoroscope, 
Special diets when required; private and semi-private 


RayMoND E. Tennant, M.D. 
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PRICE SANATORIUM 
2729 Porter Ave. El Paso, Texas 


Located in the fcot-hills—Beautiful scenic background—Home 
like atmosphere—Small private sanatorium where individual at- 
tention is the key-word—All rooms adjoining sun-porches— 
Moderate rates—-Graduate nurse in constant attendance - - - 


For Information Write E. D. PRICE, M. D. Physician in Charge 


BANNING SANATORIUM 


Banning — California 
Modern in every respect and conducted in accordance with the 
high standards of an accredited institution. Individual bun- 
galows and cottages with private baths. Registered nurses with 
special training for the care of tuberculous cases. Nutritious 
food and tray service. Reasonable Rates. “‘Write for Booklet” 


A. L. BRAMKAMP, M. D., Medical Director 


CANYON SANATORIUM 
Nestled in the Foothills 
REDWOOD CITY, CALIFORNIA 


Ralph B. Scheier, M.D., Medical Director 


SUNNYSIDE SANATORIUM 
KERRVILLE, 


MODERATE 
RATES 


DR. FARMER’S SANATORIUM 
SAN ANTONIO, TEXAS 

A climate unsurpassed in which to get well. A fascinating city 
in which to live. A home-like institution. Moderate rates. Artifi- 
clal Pneumothorax given in suitable cases. Medical Director lives 
in Sanatorium. 
Address W. C. Farmer, M. D. Medical Director 

315 Gibbs Building, San Antonio, Texas. 


MULROSE SANATORIUM 


“Pride of San Gabriel Valley” 
DUARTE, CALIFORNIA 


Morris RoseMan, Superintendent 
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LONG SANATORIUM 
EL PASO, TEXAS 


MODERNLY EQUIPPED 
FOR THE CARE AND 
TREATMENT of TUBERCULOSIS 

IN ALL STAGES 


Write for Descriptive Booklet 


Rates $15.00 per week and up 


Nurses care and medical attention included 


A. D. LONG, M. D. 
Medical Director 


VON ORMY, TEXAS 


R. G. McCORKLE, M.D., Medical Director indicated. 
Manager 


near San Antonio, Texas. 
own dairy and egg supply. 
Hopeless last stage cases not admitted. Weekly rates 
$15.00, $17.50, and $22.50. For booklet please write the manager. 


VON ORMY COTTAGE SANATORIUM 


An institution designed for the proper treatment of tuberculosis 
patients at moderate rates. Beautifully located on th 


e Medina River 
Splendid all year ‘round climate. Our 
Artificial pneumothorax used where 


SUNMOUNT SANATORIUM 
FRANK E. MERA, Medical Director 


Known for over a quarter of a century for its comfortable accommodations, its excellent table, 
its views and interesting surroundings and its climatic advantages. 


NO RUMBE SANATORIUM 


A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 


FRANK PorTER MILLER, M. D., Medical Director 
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PRIMARY CARCINOMA OF THE LUNG 


time of the report. Numerous other re- 
ports are given, but the frequency of re- 
currence of the growth is discouraging. 
Total removal of a lung because of car- 
cinoma of the bronchus was done first 
by Graham (2) April 5, 1933. In addi- 
tion to removal of the lung and many 
mediastinal lymph glands, the 3rd to 9th 
ribs inclusive were removed. This was a 
left lung. Recent reports indicate the pa- 
tient continues to do nicely. Rienhoff 
(7) has given a report of the successful 
removal of the left lung for tumor in two 
cases. His report also appeared in 1933. 

Overholt (8) reports the successful re- 
moval of the right lung for carcinoma 
which is the first successful right pneu- 
monectomy for cancer to be reported. 
His operation was done November 13, 
1933. Overholt (9) has recently reported 
a series of 8 pneumonectomies, six of 
which were for carcinoma of the lung. 
Three of these survived the operation. A 
follow up of the first patient operated 
found her to be in good health. 

It seems logical that the prognosis may 
be better after successful total pneumo- 
nectomy than it has proven to be in the 
cases of lobectomy which have been fol- 
lowed for a longer period of time. In 
doing a lobectomy, it is not possible to 
so completely remove the regional lymph 
glands, and often the tumor mass extends 
up into the primary bronchus so that it 
cannot be completely removed. Edwards 
(3) has been quoted in this regard and 
C. I. Allen (1) reports a case where 
lobectomy was performed and there was 
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(Continued from page 16) 
a recurrence in the bronchial stub. Rg 
dium was implanted and growth of ti 
tumor has been arrested but the tum@ 
persists. The operation was performel 
in June, 1930. The report is made fou 
years after the operation and clinically 
the patient is free from symptoms. AB 
len’s case demonstrates the value of coms 
bined radium and surgical treatment of 
carcinoma of the lung. 


Conclusions 


1. More interest is being shown in tha 
clinical features of carcinoma of the lungaaay 

2. The number of cases of cancer off 
the lung diagnosed has greatly increased 

3. Carcinoma of the lung has often 
been confused with pulmonary tubercuaill 
losis and lung abscess; at times it is comma 
fused with other acute or chronic ches 
disease. ; 

4. There have recently been reports of 
successful treatment of carcinoma of thé 
lung by surgery and radium. 
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THE FEDERATION 
OF AMERICAN SANATORIA 


(A National Association of Chest Specialists and Tuberculosis 
Sanatoria) 
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